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WHITING TASK FORCE PRESENTATION: NOVEMBER 21, 2019

Brief historical overview —What brings us here

The PSRB system officially came into being in July, 1985.

Prior to Peterson case in 1989, where an acquittee walked off hospital grounds
after having been given a grounds pass and killed a little girl in downtown
Middletown, the PSRB/hospital system appeared to function more in the nature
of what one would imagine for a psychiatric hospital mode!; i.e., liberal use of
family leaves; work furloughs; etc.; for clinically stable acquittee/patients - this
notwithstanding the statutory ‘public safety mandate'.

. After the Peterson incident, system drastically contracted as far as patient

movement was concerned; coming to resemble more of a prison model.

There appeared to develop a symbiosis between the Board and hospital
administration; i.e., the hospital appeared to tailor its recommendations more and
more in line with Board expectations, as conveyed by the executive director, as
opposed to the pure exercise of clinical judgment, as in cases of civil patients.

DOJ investigation and findings 2005-2007 related to complaints of abuses in
restraint and seclusion, treatment planning, discharge planning, etc.

Resulting changes to comply with DOJ recommendations: frequent treatment team
meetings, lengthy treatment planning forms; less restraint and seclusions.

Longer term results: lots of paperwork and other administrative requirements
placing extensive paperwork burden on staff; less restraint and seclusion, but
relatively little effect on discharge planning issues; continued to resemble more in
the nature of the prison model; certainly not based on recovery model in practice
and effect.

Shehadi abuse case: discovery by accident — existing documentation system made
it impossible to discover this type of abuse, or any other physical or emotional abuse
not directly observed and reported by other staff members.

CMS investigation — notwithstanding 'paper' requirements from DOJ investigation,
no real change in defective discharge planning. Senior administration had litile
knowledge [or ability] to effect change in institutional culture of the forensic division
— i.e., prison model; not recovery model.

2017- present: attention brought to the failure of ‘the system’ to self-correct and
rectify problems brought to light by DOJ investigation, Shehadi abuse ‘scandal’ and
fallout, and CMS investigation. New consideration of the option 'to change culture'
and force system towards . psychiatric hospital recovery model through major
structural changes brought about by proposals for statutory changes and creation
of Whiting Task Force.

Public Act No. 18-86 [AN ACT CONCERNING WHITING FORENSIC HOSPITAL

AND CONNECTICUT VALLEY HOSPITAL), specifically section 1, which provides,
in pertinent part: “(a) There is established a task force to ... (6) examine the role of
the Psychiatric Security Review Board established pursuant to section 17a-581 of

the general statutes. ...

The purpose of my presence today is to inform the following ‘conversations’:




a. Bringing forensic and civil commitment statutes into better alignment [?]

Eliminating “Hotel California” effect on NGRI acquittees [?]

¢. Determining what is necessary to restore CMS compliance and federal
funding [?]

d. Protecting the civil rights of Whiting patients and reducing ‘abuse and
negiect’ [?]

=

The following sections contain information designed to convey to members of this
Task Force some basic factual information related to the iegal structures by which
patients are initially placed at Connecticut Valley Hospital/Whiting Forensic
Hospital, and a general explanation of how those legal structures impact patient
mental health treatment paradigms.

1. What does it mean to be “not guilty by reason of insanity” [NGRI] in
Connecticut and to be “under the jurisdiction of the Psychiatric Security
Review Board”

Under Connecticut law, a defendant who is found not guilty by reason of insanity
(NGRI) does not face any criminal penalties for the crime. NGRI is an affirmative
defense. This means that the state still has the burden of proving beyond a reasonable
doubt that the defendant committed the act. But the defendant has the burden of
proving, by a preponderance of the evidence (a lower standard), that at the time of
committing the proscribed act or acts, the defendant lacked substantial capacity, as
result of mental disease or defect, either to appreciate the wrongfulness of the conduct
or to control the conduct within the requirements of the law.

A defendant who is found not guilty by reason of insanity is not sentenced to prison or
jail; instead, the defendant (now called an “acquitee”) is placed under the jurisdiction of
the Psychiatric Security Review Board by an order of the Superior Court. The PSRB is a
state agency. Generally speaking, the PSRB has the responsibility to review the status
of acquittees through an administrative hearing process and to order the level of
supervision and treatment for the acquittee it deems necessary to protect the public.
The PSRB decides which hospital an acquittee is to be confined in, and the PSRB also
decides when and under what circumstances an acquittee can be released into the
community. The PSRB reviews six month reports on the acquittee and also conducts
hearings every two years (at a minimum). The PSRB will also conduct a hearing if and
when the Department of Mental Health and Addiction Services, the Department of
Developmental Services, the conditional release supervisor, the provider of treatment or
the acquittee applies to the Board for a change in status.




. Brief descriptions of different classes of patients confined at Connecticut
Valley Hospital [CVH] and Whiting Forensic Hospital [WFH] and the
differing legal standards which impact their respective inpatient
treatment paradigms

A. ‘Civil’ patients [or ‘non-forensic’ patients] at Connecticut Valley Hospital

CVH's civil commitment treatment paradigm is based on and directed towards
stepping down a patient from an inpatient setting to an outpatient setting as expeditiously
as a patient's clinical condition permits. Each significant part of the step down process
is subject to clinical judgment, not adversary proceedings.

Upon a patient's admission, CVH used to [circa 2008"] typically place those patients
assessed as requiring an estimated course of hospitalization for six months or more at
the Whiting maximum security facility, at the General Psychiatry Unit at Battell Hall, a less
restrictive facility than Whiting, or at a community preparation unit located at Merritt Hall.
CVH also had/has a Traumatic Brain Injury program (‘'TBI' program) with criteria of its
own.

Those patients assessed as needing less than six months of hospitalization [circa 2008
standards?] were placed in one of four shorter stay in-patient facilities, Capital Region
Mental Health Center (Hartford), Greater Bridgeport Mental Health (Bridgeport),
Connecticut Mental Health Center (New Haven), or Cedarcrest (Newington). Inpatient
stays in these facilities typically ranged from one to two months or less in most cases,
and/or up to one year in unusual cases, e.g., in cases in which there was a lack of
appropriate or available housing for the patient in the community. The only obstacle to a
timely placement by CVH in one of these 'lesser’ facilities then as now may be long waiting
lists.

Discharge of a civil patient from CVH occurred/occurs when a patient's clinical
condition indicated that ‘a hospital level of care’ is no longer required as determined by

! Time estimates used in these sections are based on extensive interviews of
administrators in both the civil and forensic divisions of the hospital as well as a
comprehensive review of Policy and Procedures Manuals circa 2008. While some
official ‘policies and procedures’ may have changed in the interim, the descriptions
contained in this review illustrate the conceptual, practical and legal differences between
the civil commitment paradigm and the ‘criminal commitment’ paradigm [the term
typically used to describe the involuntary civil commitment system applicable to insanity
acquittees. In addition, many references in this document to CVH refers to Connecticut
Valley Hospital prior to the legal separation of Whiting Forensic Hospitai from
Connecticut Valley Hospital; Whiting Forensic Division was formerly a part of Connecticut
Valley Hospital.

2 See footnote 1.



the psychiatrist, treatment team and case manager — or by order of the Probate Court.
The Probate statutory scheme provides for mandatory de novo review at least every two
years, at minimum, and in six month increments if affirmatively requested by the patient
or the Probate Court under prescribed circumstances.

For patients under the jurisdiction of the PSRB or the court, however, approval for
discharge is required from those legal entities, notwithstanding a determination by the
psychiatrist, treatment team and case manager that a hospital level of care is not clinically
indicated [as described below].

B. Patients of the Whiting Forensic Hospital [part of Connecticut Valley Hospital
prior to this year’s legal separation] generally

The term forensic patient' actually refers to any patient with a pending criminal charge,
a patient on probation or parole, and/or a patient committed to the PSRB or federal or
state correctional authorities. Most patients admitted to the Whiting Forensic Division are
ordered into CVH by the judiciary or the Psychiatric Security Review Board. These
patients are criminal defendants committed by a Superior Court judge for restoration of
competency pursuant to CGS 54-56d and insanity acquittees who are committed to the
oversight of the PSRB. Other patients include DOC inmates who are transferred to CVH
from State Correctional facilities who require a level of psychiatric care that exceeds the
capability of the Department of Corrections and high risk civil patients who are either
probated or admitted as voluntary patients in lieu of being probated (the ‘high risk civil
patients' are not technically considered 'forensic patients' although many are former
prisoners committed [probated] at the end of their sentence either as voluntary or
involuntary admissions).

Unlike the projected lengths of stay [LOS] of civil patients admitted to the forensic
division of CVH, the LOS for CVH's forensic patients is either defined by the legal order
mandating their admission, as is typically the case with pre-trial and post-conviction
prisoners, or determined by the Psychiatric Security Review Board based upon the
Board's application of the legal standards contained in its enabling statutes and
administrative regulations.

Forensic patients cannot be unconditionally discharged from their hospital
confinement by CVH without the permission of the PSRB or the Superior Court. In the
case of civilly committed prisoners currently under DOC custody, these patients can be
released back to DOC custody when deemed by CVH not to require ‘inpatient
hospitalization’. In addition, CVH cannot transition an acquittee from inpatient status to
community placement without the permission of the PSRB.

Historically, the CVH hospital staff has collaborated with the PSRB, DOC, and the
Judicial Courts in coordinating its services/treatment for forensic patients. Specifically,
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the former Whiting Forensic Division Procedure Manual used to [or possibly currently]
includes the following statement of policy: "In cases involving patients under the
jurisdiction of the. PSRB, the Whiting Forensic Division will work closely with the PSRB to
assure that appropriate individual treatment decisions are made and that the safety of the
community is protected.” ‘ :

C. Patients who are ‘insanity acquittees’ under PSRB jurisdiction, specifically

Under Connecticut state law, the criminal defense of 'not guilty by reason of mental
disease or defect' (NGRI' or 'insanity defense"), is an affirmative defense which must be
proven by a criminal defendant. The legal standard for the insanity defense is as follows:
"[At the time the defendant] committed the criminal act(s), (he or she] lacked substantial
capacity, as a result of mental disease or defect, either to appreciate the wrongfuiness of
his conduct or to control his conduct within the requirements of the law." CGS 53a-13. A
defendant’s ability to appreciate the wrongfulness of the conduct means that the
defendant has to be able both to understand that the action was wrong according to the
moral standards of society, and to recognize and understand how histher behavior relates
to those standards. A defendant who has a distorted perception of reality and believes
under the circumstances as he honestly perceives them that his actions do not offend
societal morality, even though he may be aware (based on the criminal code) that society
does not condone his actions, does not have the ability to appreciate the wrongfulness of
his conduct.

The statutory term ‘mental disease or defect’ is a legal term which is usually, but
not exclusively interpreted in criminal commitment law as a diagnosable mental health
condition. The statute specifically excludes mental disease or defect ... caused by the
voluntary ingestion, inhalation or injection of intoxicating fiquor or any drug or
~ substance, or any combination thereof [unless such drug was prescribed for the
defendant by a prescribing practitioner]....[as well as an abnormality manifested only
by repeated criminal or otherwise antisocial conduct or pathological or compulsive
gambling].” CGS 53a-13.

Every criminal defendant acquitted by reason of mental disease or defect (hereafter
referred to as 'acquittee’ or 'insanity acquittee’) undergoes an extensive 60 day in-patient
psychiatric evaluation at Whiting immediately after the verdict. At the end of this
evaluation, the hospital must file a written report with the Trial Court containing its
recommendation as to whether the acquittee should be committed or unconditionally
discharged. CGS 17a-582.

After the hospital files its written report with the court, the Trial Court holds a hearing,
and based on the evidence presented at this hearing, including the hospital's written report,
the Court must make a determination as to whether the acquittee is 'a danger to self or
others' based on hisfher current mental condition. For purposes of this hearing, the
governing statute directs the Court to consider the protection of society as its major
consideration. CGS 17a-580(7), 17a-582(e). Trial Courts typically commit acquittees to the
jurisdiction of the Psychiatric Security Review Board [PSRB]. When the Trial Court
commits an acquittee to the PSRB’s jurisdiction, it also sets an initial term of commitment
of up to, but not exceeding, the maximum penal sentence carried by the crime of which
the person is acquitted.



The PSRB is an administrative body appointed by the governor consisting of a
psychiatrist and a psychologist experienced with the criminal justice system, a person
experienced in the process of probation, a member of the general public, an attorney, and
a member of the general public with experience in victim advocacy. C.G.S. § 17a-581.
Connecticut's legislature created the Psychiatric Security Review Board (PSRB or Board)

" in 1985 to manage the population of insanity acquittees and supervise their orderly and
safe transition back to the community in a manner which ultimately insures public safety.3

Once an accquittee is formally committed to the jurisdiction of the PSRB, the Board
has the authority to order the acquittee confined to the maximum security facility of
Whiting at CVH if "[it finds that an acquittee is] so violent as to require confinement under
conditions of maximum security...." CGS 17a-599. Board decisions to confine an acquittee
under conditions of maximum securlty at Whiting are not subject to judicial review under
current state law.

Most acquittees begin their term of commitment as patients in the maximum
security Whiting facility following their initial hearing before the Board. LOS for insanity
acquittees who are initially committed to the Whiting maximum security facility is not
projected or reviewed according to the standard time line for civil patients. The maximum
security Whiting facility has intensive long-term inpatient programs based on graduated
level systems. In order for an acquittee to be transferred from the maximum security
facility of Whiting to the less secure Dutcher Services facility, the hospital must initiaily
make a clinical assessment that an acquittee is appropriate for transfer. The hospital
must then request permission of the Board to transfer the patient. The Board makes the
final determination as to whether an acquittee is transferred, taking into account whether
a transfer will satisfy its statutory mandate to protect society. The Board can accept or
reject the recommendation the hospital for transfer of those patients under its jurisdiction.
Based on past practice and experience, the anticipated LOS for most acquittees initially
placed in maximum security is several years. Once the Board orders an acquittee
transferred to the ‘medium security/transitional’ Dutcher Services facility, the acquittee
similarly commences another intensive long-term inpatient programs based on
graduated level systems begins an organized and level based treatment process that
also have somewhat arbitrary time periods attached.

An acquittee's first access to the community is through the use of therapeutic
passes in which staff members accompany acquittees on shopping, recreation, and
leisure oriented visits. An acquittee's next access to the community is through the use of
more formal temporary leaves. In order for an acquittee to obtain (a) formal temporary

3 Connecticut’'s PSRB statutory scheme was modeled after Oregon’s. Oregon and
Arizona are the only other states which currently have PSRB systems. A significant
difference between the statutory schemes of Oregon and Arizona and that of
Connecticut, is that PSRB jurisdiction is limited to the initial maximum term of
commitment, after which the state is required to resort to the respect civit commitment
statutes applicable to every other person.




leave(s), the hospital must submit a very detailed temporary leave plan fo the Board for
its approval. As part of the application process, community providers must sign off in
writing that they will provide the services listed in the temporary leave plan.

'Community-based treatment' in the temporary leave context includes a variety of
~ therapeutic activities which vary in degrees of supervision. These activities include day
treatment at regional mental health facilities, day visits with family, work (paid and
volunteer) in the community, and overnight stays in the community ranging from one
night to seven nights per week in accommodations with varying degrees of supervision
depending upon the clinical condition of the acquittee. Acquittees on seven nights per
week temporary leaves are required to check in weekly with the hospital treatment team.

Although formal temporary leave plans are proposed by the hospital based on its
assessment that an acquittee is clinically ready for the step, the Board has the authority
and discretion to determine whether temporary leaves are 'appropriate’ based on public
safety considerations. The Board can stipulate conditions/restrictions not contained in the
original application. Temporary leave plans for acquittees are typically phased in over
periods of time ranging from months to years. Phase-in of a temporary leave plan can
take years in the case of a patient who the PSRB considers 'high risk’, whether due to the
seriousness of the crime of which hefshe was found NGRI, concerns of the victim and/or
state, and/or clinical concerns of the hospital.

An acquittee's final access to the community under the jurisdiction of the Board is
through conditional release. Prior fo an acquittee being granted conditional release status,
a Conditional Release application must be submitted to the Board accompanied by a very
detailed plan. Conditional release plans access a network of community support and
supervision services which typically encompass residential, financial, vocational and
recreation plans, psychiatric follow-up care, specialized counseling, forensic case
management/service coordination, and a specific, detailed schedule for acquittee
supervision and monitoring when in the community setting. In addition, the PSRB has the
ability to place acquittees on conditional release under the supervision of the Court
Support Services Division of the state criminal justice system. The Board has the authority
to determine whether conditional release plans are appropriate based on public safety
considerations. The Board can add and/or remove conditions/stipulations it deems
necessary to insure the protection of society.

When the Board grants conditional release status to an acquittee, the hospital
transfers the clinical supervision of an acquittee from itself to a state funded lead mental
health authority which then co-ordinates an acquittee's treatment, treatment monitoring,
and services. In order for acquittees to remain in the community on conditional release,
the Board requires very early therapeutic intervention on the part of the LMHA when
issues of treatment noncompliance arise, instances of clinical decompensation are
observed, an acquittee is experiencing some life stressors which may lead to
deterioration in his or her mental status, or when mandated services cannot be provided
to an acquittee for a period of time for reasons completely unrelated to the acquittee's
clinical condition.

If the Board determines that the acquittee MAY pose a danger to the community
based on a violation of any of their conditional release conditions/stipulations or based
on a reported deterioration of their mental status, the Board may order that an acquittee
be readmitted into the hospital. This may occur if the treatment providers are not
providing certain services as mandated by the Board in its memorandum of decision
regardless of whether or not the acquittee is at fault in connection with the failure of the



treatment provider, and whether or not the acquittee's current mental status is
compromised.

As an acquittee progresses through the system described above, the Board holds
hearings where the acquittee is represented by defense counsel and the state is
represented by a state's attorney from the jurisdiction/office where the case originated.
When temporary leave plans or conditional release plans are presented to the Board, the
state is then given an opportunity to scrutinize them and contest any aspect of them in
the context of an adversary hearing. Transfers in and out of maximum security, temporary
leave plans, conditional release plans, and Board recommendations regarding discharge
are subject to an adversary procedure governed by the Uniform Administrative
Procedures Act as adopted by Connecticut. (CGS 4-166 et. seq.) Judicial review of Board
decisions is limited [basically ‘the abuse of discretion’ standard] and the Board has a great
deal of discretion with respect to interpreting its own regulations.

D. Summary

A treatment model has been developed for insanity acquittees to try and help
them develop insight into their iliness, insight into their crime, remorse for their
crime/victim(s), insight into the relationship between treatment and their iliness, and
insight into warning signs of impending iliness. Under this treatment model, an acquittee
must demonstrate behavior over a long term within the confines of the institution which
incorporates this treatment model, and satisfies the Board's mandate to 'protect society'.
The hospital historically has had distinct written general principles concerning the care
and treatment of PSRB patients within its facilities. The CVH Whiting Forensic Division
Operational Procedural Manual [circa 2008] specifically directed the Whiting Forensic
Division to work closely with the PSRB to assure that appropriate individual treatment
decisions are made and that the safety of the community is protected.

As noted above, the administrative guidelines and statutory time parameters
attendant to civil patients have no direct relationship with the procedures and guidelines
under which the PSRB and CVH manage the custody of insanity acquittees, and the
authority of the Probate Court is limited to issues directly related to initial commitment and
unconditional discharge. The authority of the PSRB to regulate an acquittee's conditions
of confinement within WFH is more all-encompassing and discretionary than the authority
of the Probate Court to regulate a civil committee’s conditions of confinement at CVH. As
also noted above, the PSRB system contemplates a long period of transition as well a
long period of intensive community supervision. This intensive period of community
supervision is an outpatient form of involuntary commitment which has no counterpart
under Connecticut's civil commitment statutory scheme. With respect to the inpatient
component of the '‘PSRB system’, it has not been found to be in compliance with federal
law as reflected in Title XIX of the Social Security Act, 42 U.S.C. sec. 1396; 42 C.F.R. Part
483, Subpart | (Medicaid Program Provisions); Americans with Disabilities Act (ADA), 42
U.S.C. sec. 12132 et seq.; 28 C.F.R. sec. 35.130 (d).*

IV.  General overview of the problem(s) and potential direction for solution(s)

Under current law, an acquittee can be initially be committed to the
jurisdiction of the PSRB for a period of time equal to the maximum sentence he/she
could have been sentenced to for the underlying crimes. An initial maximum PSRB
commitment can be extended beyond that period, potentially forever, under a




recommitment process that heavily relies on PSRB input and is governed by a legal
standard heavily weighted against acquittees. There are currently acquittees confined in
the Whiting maximum security who are not actively symptomatic, who take medications
in accordance with the recommendations of their psychiatrist, who are substantially
treatment compliant and/or are not assaultive or otherwise management problems.
These individuals, who either have not been recommended for transfer by CVH, or who
the PSRB has denied transfer upon application by CVH, remain in Whiting for reasons
which defy understanding under the operative legal/clinical standard for civil patients,
and there is no provision or internal legal mechanism by which they can pro-actively .
move the legal process. As is the case at Whiting maximum security, there are currently
acquittees confined in the Dutcher facility who are not actively symptomatic, who take
medications in accordance with the recommendations of their psychiatrist, who are
substantially treatment compliant and/or are not assaultive or otherwise management
problems, and who clearly do not meet the ‘in-patient’ legal or clinical criteria of the civil
commitment system. While the process of transition from Dutcher to a community setting
is subject to a limited form of ‘judicial review’, such review is time consuming and
ineffective in terms of cost and use of judicial resources.

The current PSRB driven system is philosophically inconsistent with the medical
necessity/recovery’ models which characterize Connecticut’s current state policy
regarding civil commitment. It has resulted in some individuals, who had an initial
maximum criminal exposure of five years, being confined in Connecticut Valley Hospital
in excess of two decades under the supervision of the Board. |n comparison, prisoners
who reach the end of their sentences, who have similar mental health diagnoses and
who have committed similar crimes leading to their convictions and sentences, must be
unconditionally released at the end of their sentences unless application is made for civil
commitment under the probate statutory scheme [this notwithstanding the fact that as
prisoners they have not had the benefit of years of mental health treatment, therapy,
superwsmn and access — albeit compelled — to community based treatment resources].*

Included in the materials that have been distributed is an article entitled
“Assessing Insanity Acquittee Recidivism in Connecticut”. This article is a research study
published in 2016 comparing rates of recidivism of acquittees and other analogous
‘offender’ groups, i.e., DOC offenders and mentally ill offenders. It is the most up to date
research, Connecticut specific, and supports the following propositions: (1) that the
Conditional Release aspect of PSRB supervision has proven to be the most valuable
aspect of acquittee supervision in terms of protecting public safety in the ‘recidivism’
context; and (2) there is good, evidence based reason to seriously question the

4 it should be noted that acquittees, upon unconditional release, are subject to most of
the same legal restrictions as end of sentence convicted felons, such as restrictions on
gun ownership, sex offender registration obligations, etc.
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protracted in-patient paradigm as a valid justification for the rationale of ‘protecting public
safety’.

Limiting the authority of the PSRB with respect to intra-hospital transfers would
allow acquittees to move more easily from Whiting, the maximum security facility to the
less restrictive Dutcher facility. The transfer process leading from inpatient status to
conditionally released status is similarly cumbersome and time consuming, which is
difficult to rationalize under the medical necessity/recovery models. Changes to the legal
standard the Psychiatric Security Review Board must apply in considering discharge,
conditional release or continued confinement of acquittees is recommended. Curtrent
language requires that the PSRB only consider the protection of society when
determining if an acquittee should be discharged, conditionally released or moved to
successively lesser restricted levels of confinement within a locked system. This
standard has resulted in individuals being held in the most restrictive setting long after
medical necessity and/or the recovery model requires. This should allow for the
movement of individuals under the supervision of the Board more easily from an inpatient
setting to an outpatient setting, where the Board would retain its current level of intensive
supervision.

There are problems at Whiting which include overcrowding, understaffing, and
treatment of patients. Part of the problem is that individuals can be under the auspices
of the Psychiatric Security Review Board for a period of time that is longer than the
legislatively determined sentence for which the crime(s) underlying their commitment.
Holding a person for a time period longer than the legal sentence for a charge costs the
state a lot of money. This situation can be remedied, in part, by changing the NGRI
processes as laid out in the Connecticut General Statutes. The change includes making
provision for the civil commitment of such individuals, as appropriate. Civil commitment
is already in place and deals with all people in general, including criminals.

Two attempts were made to deal with this situation legislatively during the past
two years. First during the 2017-2018 legislative session, the Division of Public Defender
Services sponsored a proposed bill which included several proposals directed at:

« broadening the PSRB’s mandate to balance public safety with treatment

considerations and patient civil rights,

« ending the ability to endlessly re-commitment an individual who has completed

their court mandated commitment period,

« eliminating PSRB oversight over transfers from Whiting to Dutcher;

- allowing an acquittee’s legal representative to apply for temporary leave, an

often important step in transitioning a patient from an institutional setting to a

community setting; and

« giving legal counsel the right to access video recordings of their clients.

This proposed bill did not move out of the Judiciary Committee. And second, during the

2018- 2019 legislative session, a Republican state senator sponsored a proposed bill
limiting itself to eliminating the current ‘PSRB recommitment provision’ in favor of a
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provision allowing for civit commitment proceedings under the existing civil commitment
statutory scheme. That proposed bill was unanimously approved by the Judiciary
Committee to be considered for a vote by the entire Legislature, but was not voted on
during the remainder of the 2018- 2019 session.

In 2007, the Department of Justice cited Connecticut Valley Hospital with multiple
violations of 42 U.S.C. sec. 1997 [“CRIPA” or “Civil rights of Institutionalized Person's
Act’]. Again in 2017, the Center for Medicare and Medicare Services found CVH was not
in substantial compliance with Conditions of Participation for hospitals, specifically 42
C.F.R. sec. 482.13 — Patient’s Rights. A consistent theme in these ‘interventions’
involved deficiencies related to the rights of CVH patients to receive mental health care
in the most “integrated setting” appropriate to each patient’s individualized needs; an
assessment that should be based on clinical rational for hospital level of care. Aspects
of the PSRB system involve decision making which is not necessarily driven by clinical
assessment, which in many: cases, has severely limited many patients’ options for
discharge, resulting in prolonged hospitalization, potentially in violation of federal law,
including but not limited to rights and state obligations incurred or provided under the
Americans with Disabilities Act, 42 U.S.C. sec. 12101 et. Seq. [ADA’]; Title XIX of the
Social Security Act, 42 U.S.C. sec. 1396; 42 C.F.R. Part 483, subpart | [Medicaid
Program Provisions]; see also Olmstead v. L.C., 527 U.S. 581 (1999), Youngberg v.
Romeo, 457 U.S. 307 (1982) and the Equal Protection Amendment of the United States
Constitution. '

V. Summary overview

In a brief presentation such as this, it is hard to adequately describe the symbiotic
relationship that has developed over the years between the PSRB and Connecticut
Valley Hospital/Whiting. PSRB matters because it controls the lives of the forensic
‘patients at Whiting. Based on its sole statutory mandate is to consider public safety, and
nothing else, it effectively has the power to controls things as mundane as transfers from
the maximum security part of Whiting to medium security part known as Dutcher, and
has oversized influence in the legal process by which individuals who have completed
their initial court determined commitment can be recommitted indefinitely. The PSRB’s
mandate has arguably led Whiting staff to focus their reports almost exclusively on real
or perceived risks to public safety, and not on other, questions arguably more relevant to
state mental institutions, such as whether the patient is getting appropriate freatment or
is in the right setting; whether treatment is at all effective; and/or whether a patient’s civil
rights are being respected in the process. The result of this symbiosis is what has been
labeled the ‘Hotel California syndrome’: once you check in, it’s really hard to get out
regardless of whether one's stay is appropriate, effective, humane or simply a good use
of taxpayer dollars.
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The single most impactful legislative step in forcing the PSRB commitment system
to start conforming to the civil commitment model would be to eliminate current form of
continued commitment. If the PSRB system no longer has ‘the luxury of extending
commitments forever, the ‘system’ might be forced to adhere to time frameworks in the
transition process that more closely approximates the hospital civil model, resulting in the
Whiting Division functioning more like a hospital. Since ‘discharge pianning’ is the single
most deficient aspect of the system in terms of federal funding, such a change could
have a significant impact on state funding as well.

Dysfunctional outcomes of the current system:

1. Whiting lack of accountability/failure to treat _

2. Whiting reports to the PSRB focusing on worst behavior, not balanced evaluation;
not based on ‘patient centered’ model. -

3. PSRB ‘bias’ towards institutionalization/recommitment

4. Dysfunctional results:

a.

b.
c.
d.

Open ended commitments for individuals; patients in for decades (compare
with prison sentences for same crime)

CMS decertification and loss of federal funding

Unnecessary cost to state/taxpayers

System and resource issues compromise provision of effective patient based
treatment. Background/environment encouraging: patient
frustration/diminished opportunity for recovery; staff burnout and turnover;
patient neglect and abuse

o Background/environment for:
« Patients w no incentive for better behavior
« Staff burnout/turnover
« Neglect & abuse

12




ASSESSING INSANITY ACQUITTEE RECIDIVISM IN CONNECTICUT [2016]

This article is a published research study from 2016 comparing rates of recidivism of acquittees and
other analogous groups [i.e., DOC offenders and mentally ill offenders]. It is the most up to date
statistics, and the results provide an evidence based argument supporting the following positions: {1)
that the CR part of PSRB jurisdiction has been immensely valuable as far as protecting public safety [if
one excludes the practice of pulling people back in and taking “forever’ to get them back out; (2} that
there is good reason to criticize the protracted in-patient part of acquittees’ commitment as far as an
iron-clad justification of ‘protecting public safety’; and (3) in terms of longer term planning and
justification for more outpatient settings [primarily economic, and also satisfying the ‘public safety
concerns’] and cost effectiveness. There are pragmatic reasons to make changes in the statutes as far as
Board control over internal patient movement within the hospital prior to PSRB approval of the
community release process. '




Behavioral Sciences and the Law

Behav, Sci. Law (2016)

Published online in Wiley Online Library
{wileyonlinelibrary.com) DOI: 10.1002/bst. 2222

Assessing Insanity Acquittee Recidivism in
Connecticut
Michael A. Norko, M.D., M.A.R.*, Tobias Wasser, M.D.T,

Heidi Magro, M.S.W.¥, Erin Leavitt-Smith, M.A., LP.C.%,
Frederic J. Morton, M.P.H.% and Tamika Hollis, M.B.A.T

For over 30 years now the movement and status of insanity acquittees in Connecticut
has been supervised by the Psychiatric Security Review Board (PSRB). During this
time, 365 acquittees have been comumitted to the jurisdiction of the PSRB, 177 individ-
uals have achieved conditional release {CR) and 215 acquittees have been discharged
from PSREB jurisdiction. This article examines revocation of CR by the PSRB, arrests
of acquittees on CR, and provides the first report of arrests following discharxge from
the PSRB’s jurisdiction. The literature on relevant aspects of recidivism is reviewed
and compared with findings in Connecticut. There is litile available literature about
recidivism of insanity acquittees folowing release from supervision. In the present
sample of individuals discharged from the PSRB, 16% were rearrested, a rate that
compares favorably with other discharged populations of offenders. For discharged
acquittees, commuiity supervision on CR prior to discharge from the PSRB had a
statistically significant ¢ffect on decreasing the risk of subsequent rearrest, as did both
the length of stay in the hospital and the duration of commitment to the PSRE. This
article presents descriptive information about revocations, arrests on CR, and arrests
following discharge. These data are consistent with criminal justice studies
demonstrating the value of community supervision in lowering recidivism. Gopyright
i€ 2016 John Wiley & Sons, Ltd.

In 1978, Oregon revised its mechanisms for trearing and monitoring insanity
acquittees, and out of these revisions was born the country’s first Psychiatric Security
Review Board (PSRB). As Rogers and Bloom (I 985) described, “The PSRB has
received national attention as a potentially viable solution to the dilemma of how to pre-
- serve the medical, moral, and legal values of the insaniry defense, while simultaneously
honoring the growing contemporary consensus that security measures should be
substantially improved for insanity acquittees” (p. 71). In 1982, the PSREB model was
supported by the American Psychiatric Association (APA) in their Starement on the
Insanity Defense (American Psychiatric Association, 1982).

The institution of Connecticut’s PSRB followed two significant legal cases in which
individuals were found not guilty by reason of mental disease or defect (hereafter
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abbreviated NGRI, for not guilty by reason of insanity). The first was the 1981
attempied assassination of President Ronald Reagan by John Hinckley Jr., in which
Hinckley was ultimately found NGRI. The second was a Connecticut case in which a
former police officer was found NGRI in 1978 after shooting and killing his first wife
outside of her workplace. The acquittee was hospitalized for 3 months and then re-
leased into the community after being deemed no longer dangerous to himself or others
by hospital clinicians. He subsequently remarried, but in 1983 was again charged with
murder after the deceased body of his second wife was found in their home only days
after she had filed for divorce (Associated Press, 1983).

Following these verdicts and the subsequent increase in national and local atten-
tion to insanity acquittees and their post-verdict management, in 1983 the General
Assembly of Connecticut directed the Law Revision Commission to study the
post-verdict dispositions of the insanity defense in Connecticut. The Commission
found that Connecticut lacked a centralized system of monitoring and decision-
making post-verdict and that much of the burden of determining when to release
acquittees from the hospital fell on an overburdened Superior Court system. Further,
the Commission determined that individual judges lacked sufficient staffing or guide-
lines to adequately monitor or evaluate an acquittee’s progress in treatment, manage
ongoing mental health issues, or evaluate proposed programs for confinement and
treatment of acquittees conditionally released from the hospital. The Commission
concluded that post-verdict procedures in the state were inadequate to provide for
the proper review, regulation, and supervision of insanity acquittees, allowing for
acquittees to be improperly released or inadequately treated in the hospital andfor
community. To address these concerns, the Commission recommended the estab-
lishment of a PSRB to serve as a centralized authority overseeing the management
and supervision of acquittees throughout the state (Connecticut Law Revision Com-
mission, 1985).

As a result of this recommendation and following Oregon’s lead, in 1985 Connect-
icut established its own PSRB. The Connectcut PSRB is a state agency to which the
Superior Court commits persons who are found NGRI with a primary mission of pub-
lic safety (Psychiatric Security Review Board, n.d.). The PSRB is charged with
reviewing the status of acquittees committed to its jurisdicton through an administra-
tive heating process and orders the level of supervision and teatment for the acquittee
necessary to protect the public. Connecticut’s PSRB is composed of six members
appointed by the Governor and confirmed by either house of the General Assembly.
The board members are designated to represent professional expertise in the fields of
law, probation/parole services, psychology, psychiatry, victim services, and the interest
of the general community. At the time of commitment by the Superior Court, the
PSRB takes jurisdiction over the acquittee and makes subsequent determinations as
to the hospital setting (i.e., maximum vs. enhanced security) in which an acquittee is
to be confined and when and under what circumstances an acquittee can be released
into the community.

The PSRB carries out this responsibility by the review of reports submitted every
6 months on the acquittee and by conducting adversarial hearings at least every 2 years
or at such time that the provider of treatment or the acquittee applies to the PSRB for a
change in supervision status. The general findings and orders that the PSRB issues are:
confinement in a maximum security facility, confinement in an enhanced security facil-
ity, confinement in a hospital for the mentally ill, placement with the Commissioner of
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Developmental Services, approval of temporary leave (TL), approval of conditional
release (CR) wit}l specific conditions, modification or termination of CR, and recom-
mendations to the court for discharge or continued commitiment to the PSRB.

When TL is granted, the acquittee is allowed access off hospital grounds into the
community without staff escort for a defined period of time, ranging from a few hours
to 7 nights a week. While on TL, the hospital maintains responsibility for all of the
acquittee’s psychiatric and medical care. Even when the acquittee has been granted
TL for 7 nights weekly, the acquittee is still expected to return to the hospital once
per week for a psychiatric evaluation. CR is granted once the PSRB has determined that
an acguittee can be safely treated and supervised in the community. Mandated condi-
tions are individualized to the acquittee and can include residential programming,
therapeutic and psychiatric services, supervision by the Office of Adult Probation,
and restrictions on association and movement. For example, acquittees are most often
forbidden from associating with known criminals, possessing weapons, or visiting
businesses whose primary purpose is the sale of alcohol. While on CR, all psychiatric
and medical care for an acquirtee is transferred to community providers.

NGRI REHOSPITALIZATION AND RECIDIVISM
LITERATURE

The arrest rates for those engaged in psychiatric treatment have long been of interest
to the psychiatric and criminal justice communities. In 1979, Rabkin reviewed the Lit-
erature on arrest rates following discharge from a psychiatric hospital for those with
and without a prior history of arrests (Rabkin, 1979), finding that those with such a
history had significantly higher rates of post-discharge arrest (19-56% vs. 2—4%).
Harris and Koepsell completed two studies comparing the rates of criminal recidi-
vism of incarcerated individuals who suffered from a mental illness at the time of
their arrest with those who did not, bur in both instances they were unable to find
a statistically significant difference between these groups (Harris & Koepsell, 1996,
1998). Rice and Harris (1992} specifically examined recidivism following release
from prison in schizophrenic versus non-schizophrenic offenders, finding a statisti-
cally significant difference with higher rates of recidivism for non-schizophrenic
offenders (53% vs. 35%) and a trend toward higher rates of rearrests for violent
crimes in the non-schizophrenic offenders.

Comparing Insanity Acquittees with Other Groups

In studies comparing rates of recidivism of acquittees with those of other offender pop-
ulations, there have been mixed results, although factors predictive of recidivism have
been identified, and generally longer periods of follow-up with larger samples have
demonstrated lower relative rates of recidivism amongst acquittees.

The first comparison is to rates of rearrest and recidivism for mentally ill and non-
mentally ill offenders in Connecticut. In the State of Connecticut’s 2011 Annual Recid-
ivism Report, the Office of Policy and Management reported a 2-ycar rearrest rate for
all sentenced offenders released in 2008 of 56% and a recidivism (defined as
re-conviction) rate of 39% (Annual Recidivistn Report, 2011). In examining mentally
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ill offenders, in particular, a study by Kesten, Leavitt-Smith, Rau, Shelton, Zhang,
Wagner & Trestman (2012) evaluated rearrest and recidivism rates for mentally ill
offenders who participated in a specialized re-entry program {Connecticut Offender
Reentry Program (CORP)] focused on building life skills and providing community
supports compared with mentally ill offenders who received standard treatment and
release planning services from the Department of Mental Health and Addiction Services
(DMHAS) (Kesten et al., 2012). The study found 6-month rearrest rates of 14.1% for
CORP participants as compared with 28.3% for the DMHAS group, and identified
younger age and co-occurring substance use as predictive of reincarceration.

Others have focused specifically on those found NGRI and compared rates of recid-
ivism in insanity acquittees with those of criminal offenders with or without a history of
mental illness (see Table 1). One of the earliest studies in this area was the comparison
by Morrow and Peterson (1966) of reconviction rates of insanity acquittees with crim-

‘inal sexual psychopaths (CSPs) over a 5-year period following discharge from
Missouri’s maximum security hospital. They found that the 37% teconviction rate of
NGRI acquittees was greater than the 25% rate for CSP patients, but was almost
identical to the 35% rate of a contemporaneous samyple of federal prisoners. Two
subsequent studies did not find significant differences in post-institutional arrest rates
of insanity acquittees compared with a matched group of non-mentally ill felons
(Pantle, Pasewark, & Steadman, 1980; Pasewark, Pantle, & Steadman, 1982). How-
ever, two later studies did find significantly lower rearrest rates among acquittees when
compared with mentally ill offenders, non-mentally ill offenders, and a group of pris-
oners matched by offense type (Rice, Flarris, Lang, & Bell, 1990; Silver, Cohen, &
Spodak, 1989). Rice et al. explained that the differences in recidivism rates observed
in their study were probably due to the lower prevalence of personality disorders and
substance use in acquittees and their higher level of supervision following discharge
(Rice er al, 1990). In examining the disparate findings of these two pairs of studies,
it appears that larger studies with longer follow-up periods were better equipped to
identify differences in recidivism rates amongst these groups.

Table 1. Studies comparing rates of recidivism of insanity acquittees with those of other eriminal offenders

Study © Comparison - . Sample ) Duration of NGRI Comparison
group size follow-up rate group rate(s)
Moerrow and csp n=44 NGRI 5 years 37% 25%
Peterson (1966)** n=43 CSP
Pantie of al, (TOR0) NMIO 1 =46 NGRI 6 years 24% 27%
=46 NMIO
Pasewark ez al. NMIO . n =30 NGRI 2years 15% 18%
(1982) =50 NMIO .
Silver et al. (FO80)Y* MIO and n=127 NGRI 5 years 54% MIO - 73%
NMIO u =135 MIO NMIO — 65%
: = 127 NMIO
Rice, Harris, Lang, MGP n= 238 NGRI 7 years . 41% 54%
and Bell (1990)*" n=1238 MGP

NGRI, not guilty by reason of insanity; CSP, criminal sexual psychopaths; NMIO, non-mentally iii offenders;
MIQ, mentally ill offenders; MGP, matched group of prisoners.

*Sracistically significant difference in rate between NGRI and comparison group(s}

*Examined rates of reconviction as marker of recidivism, as opposed to all other studies which utilized rearrest
as marker of recidivism. '

®Only assessed male acquittees/prisoners.
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Outcomes in Community-based Forensic Treatment

With the greater emphasis on community-based treatment in the United States in re-
cent decades, several studies have examined rates of recidivism and rehospitalization
among insanity acquittees following hospital discharge, with most studies generally
supporting the notion that more intensive community supervision contributes to lower
rates of recidivism with only a modest increase in rehospitalization (see Table 2).

In earlier studies of CR programs utilizing less rigorous community supervision, rates
of rearrest were high, ranging from 29% to 58% (Bogenberger, Pasewark, Gudeman, &
Bieber, 1987; Pasewark, Bicber, Bosten, Kiser, & Steadman, 1982; Spodak, Silver, &
Wright, 1984). A follow-up study reanalyzing the work of Pasewark, Bieber er al
(1982) identified several factors that increased the risk of post-NGRI offenses 5--10

Table 2. Studies comparing rates of conditional release (CR) revocation, rehospitalization, and recidivism

Study State or  Sample  Duration of Supervision Ourcomes
country size follow-up srarus in
community
Pasewatk, Bieber NY n=133 5Sycars CR/Released®  31% rchospitalized
et al. (1982) 29% rearrested
Spodak ez al. (1984) MD =86 15 years CR 58% rearrested

29% convicted
13% incarcerated

Bogenberger ez al. HI n=107 Byears CR/Released®  40% rearrested

(1987)

Parker (2004) OH =83 5years FACT 47% rehospitalized
5% rearrested

Simpson, Jones, Evans, N n=105 7.5years BCT < 1% rearrested

and McKenna {2006)

Skipworth, Brinded, NZ n=135 28years ECT 15% reconvicted

Chaplow, and (2 years post-discharge)

Frampton (2006) 40% reconvicted
(10 years post-discharge)

Vitacco, Van Rybroek, WI n=363 5ycars CR 34% CR revocation

Erickson, Rogstad, Trip, (7% duc to rcarrcst)}

Harris and Miller (2008)

Ong, Carroll, Reid, AU n=25 3 years ECT 48% rchospitalized

and Deacon (2009) 4% rearrested

Smith, Jennings, and AR n=91 8 years FACT 29% rchospitalized®

Cimino (2010) 5% rearrested

Manpuno-Mire, LA =193 10years CR 30% CR revocation

Coffman, Deland, (3% due to rearrest)

Thompson,

and Myers (2014)

Marshall, Vitacco, MD n=356 bHyears CR 55% rehospitalized

Read, and Hasway 14% rearrested

(2014)

AU, Australia; NZ, New Zealand; FCT, forensic community treatment; FACT, forensic assertive comimu-
nity treatment.

2Subjects had either been discharged from the hospital or were on an extended CR status; however, for those
discharged no details were provided about their level of supervision or treatment while in the community.
®60% of subjects were hospitalized following not guilty by reason of insanity QNGRI) acquittal and later
placed on CR foliowing hospital discharge; 33% were never hospitalized but were immediately placed on
CR following NGRI acquittal; and 7% were uncondidonally released following NGRI acquittal without
court-ordered treatment.

“Rehospitalization inclzded admission to a residential or inpatient setting
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years following hospital discharge, including a greater number of pre-NGRI arrests,
more serious pre-NGRI crimes, psychosis, homicide as the NGRI offense, and escape
during their NGRI hospitalization (Bicber, Pasewartk, Bosten, & Steadman, 1988).

In the 1990s, the focus on community-based forensic treatment and CR programs
for insanity acquittees intensified, with studies examining these programs beginning
to demonstrate reduced rates of recidivism. Kravitz and Kelly (1999) described in de-
tail a community-based forensic treatment program at the Isaac Ray Center in Chicago
for those NGRI acquittees on CR, demonstrating recidivism rates for their program of
19% and rehospitalization rates of 47% for the 43 subjects engaged in treatment during
the year 1996 (follow-up period not specified), a noted difference from the studies de-
scribed earlier. Callzhan and Silver (1998a) studied CR revocation rates and reasons
for CR revocation among four states’ programs (CT, MD, NY, and OH). There were
43 individuals studied in CT from 1985 to 1987; 34.9% of them had their CR revoked
after a median length of time in the community of 3 years. The authors did not specif-
ically address rates of reatrest (Callahan & Silver, 1998a), Heilbrun and Griffin (1993)
reviewed the available literature on community-based forensic treatment programs in a
number of states and reported rearrest and rehospitalization rates for five states (1L,
OR, MD, CA, NY), finding that rearrest rates during CR ranged from 2% to 16%.
During longer-term follow-up after CR termination (7—15 years), rearrest rates ranged
from 42% to 56%, and estimates of rehospitalization rates ranged from 11% to 40%.
Lower rearrest and higher rehospitalization rates were found in Oregon with its PSRB
mechanisms after 47 years of follow-up (Heilbrun & Griffin, 1993). Wiederanders,
Bromley, and Choate (1997) compared CR outcomes in three states (NY, OR, CA),
finding the highest rearrest rate in New York (22% over 7 years), followed by Oregon
{15% over Byears) and then California (8% over 7 years).

Since the turn of the century, ongoing efforts have been focused on devising creative
and sophisticated community-based forensic treatment to increase successful out-
comes for insanity acquittees on CR or following discharge. Several studies have con-
tinned to build an evidence base demonstrating that such programs, including
forensic assertive community treatment (FACT), can contribute to reduced recidivism
amongst this population with only moderate reciprocal increases in rates of rehospital-
ization (Manguno-Mire ez al., 2014; Marshall er al., 2014; Parker, 2004; Smith et af.,
2010; Vitacco e al., 2008) (see Table 2). Miraglia and Hall (2011) provided further
support for community-based treatment models by demonstrating that length of hospi-
talization had litde effect on rearrest rates and that rearrest following hospital discharge
was mostly explained by demographic and criminogenic factors.

The topic of community-based forensic treatment for mentally ill offenders has
also been of great international interest (see Table 2). The swmdies by Ong et al
(2009) and Simpson er al. (2006) demonstrate rates of recidivism comparable to or
even less than the more recent American studies. Skipworth et al. (2006) found sig-
nificantly higher rates of recidivism, but this may be related to the longer duration of
follow-up (which is often linked to higher recidivism rates) and the study follow-up
beginning in 1976, prior to the advent of more intensive community supervision. A
recent Canadian study by Crocker, Nicholls, Charette, and Seto (2014) evaluated
the influence of static and dynamic risk factors on review board discharge decisions,
finding that review boards were taking into account empirically validated risk factors
represented on the Historical Clinical Risk Management-20 (HCR-20) in making
their determinations.
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Several recent studies have examined factors thar ave related to success or failure on
CR or discharge. Manguno-Mire et al. (2014) reported that in Louisiana a higher risk
of CR revocation was associated with more severe mental illness, a greater number of
prior arrests, and a greater number of incidents while in the aftercare program. Success
was related to being on Social Security Disability Insurance, not having a personality
disorder diagnosis, and fewer incidents while on CR. Factors repeatedly found to be
predictive of CR or discharge revocation include greater number of prior arrests, de-
gree of violence of prior arrests, and treatment non-adherence during initial hospitali-
zation or while in community treatment programs (Callahan & Silver, 1998b; Lund,
Hofvander, Forsman, Anckarsater, & Nilsson, 2013; Manguno-Mire, Thompson,
Bertman-Pate, Burnett, & Thompson, 2007; Manguno-Mire ez al., 2014; Marshall
et al., 2014; Monson, Gunnin, Fogel, & Kyle, 2001; Vitacco, Vanter, Erickson, &
Ragatz, 2014; Webster, Douglas, Baves, & Hart, 1997).

Literature on Insanity Acquittees in Connecticut

Others have previously investigated insanity acquittees in Connectcut, although much
of this work occurred prior to the inception of the PSRB. This work revealed relatively
high rates of recidivism, as is consistent with pror research in other states predating the
advent of more intensive community supervision programs. Phillips and Pasewark
(1980) examined the length of institutionalization and rates of recidivism and rehospi-
talization for a group of 25 acquittees in CT who were found NGRI from 1970 to 1972
in comparison to a matched group of felons 7yecars following discharge. Of the
acquittees, 61% were rearrested and 44% were rehospitalized. Zonana, Wells, Getz,
and Buchanan (1990) compiled a comprehensive database of all those found NGRI
from 1970 to 1985 (just prior to the inception of the PSRB). Over that time, they iden-
tified 313 NGRI cases, and described their demographics, diagnoses, and criminal his-
tories. In this cohort, there was a male to female ratio of 10:1 and far more Whites than
minorities (68% White vs. 25% Black and 6% Hispanic). Regarding psychiatric diag-
noses, 63% had a psychotic illness, 18% had a personality disorder and 7% a substance
use disorder, Twenty-five percent of the group were acquitted of homicide and 55%
were acquitted of other crimes against persons (e.g., assault, sexual assault, or robbery).
In a second study, Zonana, Bartel, Wells, Buchanan, and Getz (1990) found thay fac-
tors that predicted rearrest included number of prior arrests, being a racial minority,
having a non-psychotic diagnosis, and a non-married status. This earlier work is some-
what limited by its lack of comparison to other relevant populations.

Scott, Zonana, and Getz (1990) wrote one of the first articles describing
Connecticut’s PSRB. In it they outlined some of the differences between the Oregon
and Connecticut boards, the challenges in establishing Connecticut’s board, and the
changes in the treatment of acquittees following the institution of the PSRB in Con-
necticut. They also provided data on CR revocation rates, From 1985 to 1989, 13 of
the 45 acquittees (29%) placed on CR had it revoked and were returned to the hos-
pital — six due to a deteriorating psychiatric condition, three for failing substance
abuse screening, two for medication non-compliance, and two for arrest on drug-
related charges. The present study expands on this initial work by examining recidi-
vism outcomes for those discharged from the PSRB over the 30years since its
inception.
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Literature Regarding the Oregon PSRB

Given the analogous administrative systems for oversight of insanity acquittees in Con-
necticut and Oregon, the acquittees under the oversight of Oregon’s PSRB are the
closet comparison group to the Connecticut sample. Rogers, Bloom, and Manson
(1984) reviewed outcomes from the first Syears of Oregon’s PSRB from 1978 to
1982 and found that, of the 295 acquittees granted CR during that period, 13% were
charged with new crimes while on CR (7% for misdemeanors and 6% for felonies)
and 5% were re-convicted. Bloom, Williarms, Rogers, & Barbur (1986) found that
for those granted CR under the Oregon PSRB from 1980 to 1983 who were engaged
in & community hospital day treatment program, 51% had their CR revoked with a
rearrest rate of 12% over a 3-year period; those individuals whose CR was revoked
were less engaged in treatment, had a greater number of crises, and were more likely
to live in shelters. In another study, Bloom, Rogers, Manson, & Williams (1986) ex-
amined the lifetime number of police contacts for those acquittees discharged from
the PSRB from 1978 to 1980. The duration of follow-up was 2—4 years post-
discharge (the analysis was completed in February 1982), revealing that 41% were
rearrested during that time frame following discharge, 71% for misdemeanors and
20% for felonies (20% of which were for “violent crimes” of assault, sexual assault,
and arson). Younger age and number of arrests prior to PSRB engagement were as-
sociated with post-discharge rearrest, The number of police contacts declined during
and after PSRB supervision, from seven police contacts/person beforc PSRB place-
ment to 0.6/person while under PSRB supervision, and then to 1.4 contacts per per-
son following discharge.

A recent review by Bloom and Buckley (2013) described the 34-year history of
Oregon’s PSREB from 1978 to 2012. Although revocation and recidivismn rates for those
on CR or following discharge were not presented for the entire 34-year history, they did
describe more recent data from the final decade of the reporting period (2002-2011),
demonstrating an annual CR revocation rate ranging from 7% (i 2011) to 26% (in
2004), and that over that 10-year period 2.6% of all CR revocations were as a result
of new felony charges. They attributed these low felony recidivism rates to effective
CR plans, intensive community monitoring and prompt reporting of deviations from
treatment plans to the PSRB. Data on misdemeancr recidivism were not provided, as
only new felony charges were tabulated so as to remain consistent with the definition
of recidivism provided by the Oregon Department of Corrections for the purpose of
performance measure comparisons. The most recent available data indicate that from
2011 to 2015, those on CR had a lower cumulative annual recidivism rate of 0.64%
{Oregon Psychiatric Security Review Board, n.d.).

Limitations of Prior Research

Despite an ample body of prior research assessing outcomes for NGRI acquittees, this
literature has some limitations. Some early studies comparing rates of recidivism of
acquittees with those of other offenders appeared to have an inadequate duration of
follow-up to identify statstically significant differences (e.g. Pantle et al, 1980;
Pasewark, Pantle et al., 1982), which were later identified by studies with longer
follow-up periods. Studies also have not used a uniform definition for the term “recid-
ivism,” with some utilizing this term to refer to rates of rearrest, and others to refer to
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reconviction. Purther, studies did not always identify the specific nature of the recidi-
vism beyond whether the charges were for a felony or misdemeanor, with no indication
as to whether the charges were for violent crimes, which would presumably be of
greater concern for public safety. Finally, the level and degree of community supervi-
sion for acquittees were not always clearly explicated, making it more challenging to
contextualize the outcomes of interest.

Past recidivism studies of acquittees monitored by a PSRB arc few in number, Three
reports of recidivism among Oregon acquittees studied periods of 4, 5 and 10years:
Bloom, Williams er af., 1986; Rogers e al., 1984; and Bloom & Buckley, 2013,

respectively. Previous Connecticut reports are more limited, with one study of 25
acquittees in a 2-year period before the creation of the PSRB (Phillips & Pasewark,
1980); and another study of 45 acquittecs over the first 5years of the PSRB (Scortt
et al., 1990).

THE PRESENT STUDY

This study takes advantage of 30years of experience with the CT PSRB, with all 177
acquittees who achieved some period of CR and all 196 acquittees discharged to com-
munity living from the supervision of the PSRB. The study was designed to examine
specific types of recidivism for the relevant acquittee subgroups within the Connecticut
population, and for the longest duration of community exposure possible for acquittees
over the 30-year existence of the PSRB. The study examines recidivism of insanity
acquittees for both revocation of CR and for rearrest, and provides data about the arrest
charges. This is done for periods of community exposure during both CR and following
final discharge from the PSRB and its monitoring procedures. Rates of arrest after dis-
charge from the CT PSRE have not been previously reported or studied. Given the sig-
nificant commitment of resources in the state devoted to the PSRB’s supervision,
monitoring, and community support of acquittees, these results have important policy
and public safety implications.

The hypotheses for the study were based in part on findings known previcusly about
this population (low rate of rearrest during CR, but higher rate of revocation of CR),
and anecdotal experience. Three specific hypotheses were proposed: CR data would
show continued low rates of rearrest and higher rates of revocation and rehospitaliza-
tion; acquittees who experienced periods of CR would be more successful in avoiding
arrest after discharge from the PSRB; and rates of arrest after discharge from the PSRB
would be modestly higher than during CR but sill represent a significant level of
success for those individuals.

METHODS

The Connecticut PSRB has maintained a database of acquittees under its jurisdiction,
which includes revocations of CR. Tt also notes criminal recidivism in its annual
reports. Barlier this year, the PSRB and DMHAS did a search of individuals discharged
from the PSRE in the Connecticut Criminal Justice Information System to see whether
or not they have been subsequently rearrested. Thus, information was available to allow
examination of three aspects of recidivisn related to CR among the population of
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insanity acquittees in Connecticut: revocations of CR (i.¢., enforced return to the
hospital) and the reasons for the revocations; criminal arrests and convictions of
acquittees while under CR; and subsequent arrests of the 215 acquittees who had been
released from the PSRB,

The study population consisted of a total of 215 acquittees who have been
discharged from the jurisdiction of the PSRB. For this group, the mean length of stay
in the hospital was 9.8years (range < 1-39). The mean duration of the acquittees’
PSRB commitment was 12.9 years (range < 1-39). Mean age at time of discharge from
the hospital for this group was 43.6 years {range 19-80), and the mean age at time of
discharge from the PSRB was 46.7 years (range 23-83). Of the group, 178 were male,
and 37 were female, The racial breakdown was as follows: 150 White, 47 Black, 13
Hispanic, and 4 other, :

This work was determined by the Institutional Review Boards of Yale University and
DMHAS not to require review as it represents an evaluation of a unique program which
is not generalizable,

RESULTS

Over the 30-year period from July 1, 1985 to June 30, 2015, 177 insanity acquittees
attained CR at some point and 215 acquittees were released from the jurisdiction of
the PSRB. These two groups overlap substantially, but are not co-extensive, For exam-
ple, of the 177 acquittees who achieved CR, 147 have been released from the PSRB
itself. During this time period, a-total of 365 individuals have been under the jurisdic-
tion of the PSRB.

Revocation of CR

The PSRB has the authority to have an individual returned from CR to the hospital for
examination at any time if the acquittee has violated terms of the CR plan, had a change

Table 3. Revocation of conditional release (CR)

Hearing results

Reason for revocation Termination of CR Modification of CR Mo change

et

Psychiatric decompensation
Supervision non-compliance .
Treatment non-compliance
Alcohoi use

Drugs

Medication non-compliance
Toss of program

Arrest

Away without leave (AWOL)
Inadequate supervision and treatment
Inappropriate phone calls
Inappropriate sexual behavior
Needs higher level of service
Sexual assault

Physical aggression

Law viokation

Totals

e el AU S N - N e Y
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in mental condition, or absconded from the Board’s jurisdiction, or if the community
resources required by the CR plan become unavailable. The hospital then conducts
an evaluation for the Board hearing on the revocaton order.

Of the 177 individuals who have achieved CR, 55 of them have had their CR revoked
at some point, representing a total of 73 revocations. There were 42 acquittees whose
CR was revoked once, 10 whose CR was revoked twice, one whose CR was revoked
three times and two whose CR was revoked four times. Table 3 lists the results of the
hearings on revocation and the reasons for the revocation. Terminations of CR are
most often based on psychiatric decompensation, substance use or non-compliance
with treatment or supervision. One CR was terminated by the death of an acquittee
who was on away without leave (AWOL) status. Fifty-three of the 73 revocations
(73%) resulted in termination of CR, with 11 resulting in modification of CR (15%),
and eight cases (11%) in which the acquittee was returned to the original CR plan after
the hospital evaluation.

Arrests on CR

Over a 30-year period, with 177 acquittees on some period of CR, there were 2 total
of only 4 arrests (2.3%). One of these arrests did not lead to revocation of CR, as it
was a breach of peace that the prosecutor did not pursue. The charges in two of the
arrests were dismissed. The other two arrests resulted in misdemeanor convictions,
one in FY 1986-87 and one in FY 1990-91. There were a total of ten motor vehicle
violations.

Timing of Discharges

There was no temporal paitern to the year of discharge. The mean number of
discharges per year for the years 1986-2014 (for which there were full-year data) was
7.3 (range 2-14) (see Figure 1),

The group of acquittees who were discharged from the PSRB included a large
percentage of individuals who had been acquitted of serious offenses, with the vast
majority (88%) charged with felonies. The largest numbers of offenses were Class B

FEHTI

Figure 1. Individuals discharged from the Psychiatric Security Review Board by year.
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[able 4. Penal code classifications of not guilty by reason of insanity INGRI) offenses for individuoals
discharged from the Psychiatric Security Review Board

Penal code classification Frequency Percentage Cumulative percentage
A Felony 58 27 27

B Felony 94 43.7 70.7

C Felony 15 7 77.7

D Felony 23 10.7 88.4

A Misdemeanor 15 T 95.3

B Misdemeanor 7 33 98.6

C Misdemeanor 3 1.4 100

Toral 215 100 100

Table 5. Maost frequent acquittal charges for individuals discharged from the Psychiatric Sceurity Review

Board

Charge Penal code Frequency Percentage Cumulative

classification percentage
Assaulr 1 B Felony 40 19 19
Murder A Felony 39 I8 37
Asson 1 A Felony 16 7 44
Manslaughrer 1 B Felony 15 7 51
Robbery 1 B Felony 12 6 57
Assault 2 D Felony 12 G 63
Sexual Assault | B Fefony 7 3 66
Arson 2 B Felony 6 3 69
Manslanghter 1 with Firearm B Felony 5 2 T3
Reckless Endangerment A Felony 5 2 73

felonies (43.7%), followed by Class A felonies {27%). The insanity defense is not com-
monly pursued for misdemeanor or lower level felony charges, given the strictures of
and lengthy commitments to the PSRB. The 25 misdemeanor cases in the sample of
discharged acquittees were all acquitted between 1979 and 2002, with 20 of those cases
being acquitted between 1983 and 1992, probably reflecting a growing awareness
among defense counsel of the liabilities to the defendant of such commitment in com-
parison to a maximum 1 year jail sentence (see Table 4).

The 10 most frequently cncountered charges in this population arc shown in Tabie 5.
The common Class A felonies were Murder and Arson 1. Assault 1 was the most
common charge, followed very closely by Murder. The common Class B felonies were
Assault 1, Manslaughter (with and without firearm), Robbery, Sexual Assault 1 and
Arson 2, In all but one of the 215 cases, the original charge was the same as the
acquittal charge; in one casc the acquittce was originally charged with murder, but
was found NGRI of the charge of manslaughter first degree.

Reasons for Discharge from IPSRB
It is also worth noting the reasons for discharge from the PSRB for this group of
acquittees. In Connectdcut, PSRB commitment terms may be extended repeatedly by

motion of the state and an order of the court, based on the condition of the acquittee
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Tahle 6. Reasons far discharge from the Psychiatric Security Review Board

Reason Frequency Pcrcentage Cumulative percentage
End of commitment 112 52.1 521
Discharge application approved 64 29.8 81.9

Death in hospital 19 8.8 90.7

Death after hospital discharge 16 7.4 98.1
Commitment overturned 4 1.2 100

Total 215 100 100

at the time. If the state does not move for re-commitment, then the acguittee is
discharged from the PSRB at the expiration of the original commitment order, The
mmost common reason for discharge is expiration of the term of commitment, with more
than half of the cases ending this way. Acquittees may also apply for discharge from the
PSRB and the court may grant such an application; this accounted for 30% of the
discharges in the sample. Among the 215 discharges were 35 deaths, accounting for
16% of the total. In a small number of cases, the insanity acquirtal was overturned
following a motion by the defendant (see Table 6).

Of the 215 discharges, 135 individuals were discharged while on CR status.
Nineteen died in the hospital and were thus not on any release status. Twenty-two
individuals were on TL status when they were discharged from the PSRB, and 39
individuals were not on CR or TL status when discharged. The typical pattern is for
an acquittee to achieve TL status, then CR from the hospital, and finally discharge from
the PSRB. However, there are times when discharges occur for legal reasons, irrespec-
tive of the acquittee’s status.

Arrests after PSRB Discharge

After removing the 19 acquittees who died in the hospital, there were 196 acquittees
who were in the community subsequent to their discharge from the Board, and thus

—— Y

AMisderneanor

Ointraclion/fine
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Figure 2. Arrests and rearrests of individuals pust-discharge from the Psychiatric Sccurity Review Board.
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had the potential for rearrest. The mean duration of exposure to the community for this
sample was approximately 12.5years (range 0-28). (There have been 13 known
deaths, with unknown dates of death, among the group following PSRB discharge.
This calculation takes account of an estimate of one-half the average community
exposure for 18 individuals, recognizing the possibility of an additional number of
unknown deaths.) Thirty-two (16.3%) of this subgroup of 196 were arrested. About
half of that group (17} were arrested a second time. There were 10 individuals
arrested three times, seven arrested four times, three arrested five times and one
arrested six times (see Figure 2).

Of the 17 first arrest felonies, 11 were Class D felonies, three were Class C felonies
(Risk of Injury to Child in two cases; Assault 3 and Burglary 2 in the third) and three
were Class B felonies (Larceny in one case, and Assault on Public Safety Worker in
two cases}. Thirteen of the 32 total first arrests (40%) were for individuals released
during the first S5years of the Board’s operation from 1986 to 1990. The mean time
from PSRB discharge to first arrest was 5.8 years (range 0-29).

Felonies in the second arrest group consisted of three Class D felonies and one Class
C felony. The one felony in the third arrest was a Class D felony. In the fourth arrest,
there was one Class D and one Class B felony. The single felonies in the fifth and sixth
arrests were Class D felonies. Felonies accounted for 37% of all rearrests, misde-
meanors accounted for 50%, infractions for 8.6%, and 4.3% were unknown.

Table 7 illustrates the numbers rearrested among the group with the most frequent
acquittal charges, revealing a small numbers of rearrests. For example, of the 39 indi~
viduals acquitted of murder, only two (5%) were rearrested (for Assault 3 and Assault
on a Public Safety Worker) after discharge from the Board. Of the 40 individuals
acquitted of Assault 1, only two (5%) were rearrested (for Assault 2 and Possession
of Controlled Substance). Of 16 acquitted of Arson 1, two (12.5%) were arrested
(for Burglary 2 and Sralking/Harassment), Of the 15 acquitted of Manslaughter 1, only
one was rearrested (for Larceny). The original charges that most often resulted in rear-
rest after discharge were Robbery I (33%) and Assault 2 (25%). The mix of felony and
misdemeanor cases changed from the acquittal charge to the rearrest charge; felonies
accounted for 88% of the original charges, but only 53% of the first rearrests and
37% of the total rearrests,

The number of individnals who were and were not arrested in terms of whether they
had been on CR at the time of discharge is important to an analysis of the conceptual

Table 7, Most frequent original charges and rearrests

Originaj charge Acquittal charge frequency MNumber rearrested (%)
Assanlt 1 40 2{5)

Murder 39 2{5.1)

Argon 1 16 2{12.5)
Manslaughter 1 15 1(6.7
Robbery 1 12 4 (33.3)
Assault 2 12 3 (25)

Sexual Assaulr | 7 00

Arson 2 6 0 (0)
Manslaughter 1 with Firearm 5 LN ()]

Reckless ndangerment 5 0 (0)
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Figure 3. Status at time of Psychiatric Security Review Board discharge.

Table B. Arrest after discharge from the Psychiatric Security Review Board and conditional release (CR) at
dme of discharge

Number o CR Percentage of subgroup MNumber not on CR
Arrest status at discharge (%) on CR at discharge ar discharge (%)
Arrested {(n=32) 15(11.1) T 46.9 17 (27.9)
Not arrested (2= 164) 120 (88.9) 73.1 : 44 (72.1)
Tortal (n= 196} 135 (160} 68.9 61 (100)

¥2=8.637; p=0.003.

Table 9. Primary diagnosis of 32 individuals arrested post-discharge from the Psychiatric Security Review

Board

Diagnosis : Frequency Percentage
Schizophrenia T 22
Schizoaffective disorder 7 22
Bipolar disorder 6 19
Personality disorder® 4 13
Antisocial personality disorder 2 6
Conduct disorder 1 3
Delusional disorder 1 3
Depression 1 3
Impulse control 1 3
Pathological gambling 1 3
Psychotic disorder 1 3
TOTAL 32 100

*Other than antisocial personality disorder.

model for the PSRB of the risk-mitigating effect of a period of CR supervision in the
community. Figure 3 displays the acquittees’ statuses at the time of discharge from
* the PSRB for those who were arrested and those who were not arrested. The difference
between these groups is the percentage that were on CR. {The 19 acquitiees who died
in hospital, and had no exposure to the community, arc not included in Figure 3 or
Table 8.)

Table 8 displays the arrest/non-arrest status of the discharged acquittees compared
with their status at the time of discharge, Of the acquittees who were on CR at the time
of discharge (total =135}, 15 (11%) were arrested. Of the acquittees who were not on
CR at the time of discharge (total=61 on either TL only or no CR/mo TL), 17
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(27.9%) were arrested. This is a statistically significant difference (p=0.003). The
subgroup who were not arrested had a much higher percentage of acquittees on CR
at discharge than the subgroup who were arrested (73.1 vs. 46.9).

Table 9 illustrates the primary dizgnoses of the 32 individuals arrested following
discharge from the PSRB. This was a group composed largely of individuals with
serious mental illnesses (~72%). A small minority (6%) had a primary diagnosis of
antisocial personality disorder, with another 13% having other personality disorders.
[These are the diagnoses given after long periods of observation in the hospital, and
do not necessarily match the diagnoses proffered at the individuals’ trials. In Connect-
icut, the insanity defense standard is that the defendant “lacked substantial capacity,
as a result of mental disease or defect, either to appreciate the wrongfilness of his
conduct or to control his conduct within the requirernents of the Iaw.” The statutory
exclusions of “mental disease” for purposes of the insanity defense are voluntary
intoxication and “an abnormality manifested only by repeated criminal or otherwise
antisocial conduct or... pathological or compulsive gambling” (Connecticut General
Statutes. 53a-13, n.d.).]

A majority of the individuals who were arrested had a co-occurring substance use
disorder (69%) with a significant proportion of co-occurring personality disorder
(34%). There were smaller numbers for co-occurring intellectuial disability (16%)
and sexual disorder (6%). The two individuals with co-occurring sexual disorders were
not arrested for sexual assaults (Assault 3/Assault Public Safety Worker and Assault 3/
Larceny 2/Prostitution). '

Lengih of stay in hospital and under the PSRB varied significantly between the
group not arrested (#= 164) and the group arrested (1 =32) (see Table 10).

Race was not a statistically significant variable in- determining whether a former
acquittee was rearrested (p=0.1). Rearrest rates for African-Americans {8.9%) and
Hispanics (8.3%) were smaller than for Caucasians (18.5%). Gender trended toward
significantce (p=0.06). Thirty out of 161 males (18.6%) and two out of 35 females
(5.7%) were rearrested.

DISCUSSION

The PSRB is an Executive Branch agency charged with the centralized monitoring of
insanity acguittees through its quasi-judicial procedures, backed by judicial authority.
The PSRB holds hearings approximately every 2weeks, and issues elaborate memo-
randa of decisions, granting or denying CR applications and detailing all aspects of
approved CR plans for insanity acquittees. The level of scrudny that is applied by the
PSRE is preceded by layers of hierarchical decision-making at the hospital and comnm-
nity mental health center levels about risk management in individual cases, The results

Table 10. Mean length of stay and arrest status

Arrested Not arrested
In Hospitaf 5.8 years (range 0-19) 10.7 years (range 0—39)
Under PSRB 7.75 years (range 0-21) 13.9 years (range 0-39)

Mann—Whitney = 1,589, Wilcoxon W = 2,117, p=0.000. PSRB, Psychiatric Security Review Board.
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of the examinations conducted here illustrate the several ways in which the PSRB sys-
tem appears to be highly effective.

Two-thirds of acquittees discharged from the hospital on CR have been able to suc-
cessfully maintain their release status. One-third of the acquittees (31.1%) had their
CR revoked, some more than once, most often for clinical reasons. Psychiatric decom-
pensation, substance use and failure to participate in treatment as required are consid-
ered serious risk factors for reoffense and result in rehospitalization in the vast majority
of revocations. But rehospitalization is not an automatic response in that 15% of revo-
cations result only in modification of the CR and 11% result in resumption of the re-
lease plan. This demonstrates the individualized nature of PSRB decisions and
reflects the adversarial nature of the proceedings. This rate of revocation is significantly
lower than in two reported studies (Kravitz & Kelly, 1999; Marshall ez al., 2014), com-
parable to those reported in several other smdies (Manguno-Mire er al, 2014;
Pasewark, Bieber ¢t al., 1982; Vitacco ez al., 2008), and slightly higher than the 29%
rate of revocation reported in CT in the first Syears of the PSRB (Scott ef al., 1990).

These CR procedures are highly effective in that there have been no felony arrests
and only four misdemeanor arrests among the 177 acquittees who have been on CR
over a 30-year period, resulting in two misdemeanor convictions and two dismissed
charges. This is equivalent to the lowest rates of recidivism on CR observed in the
literature (2-3%) (Heilbrun & Griffin, 1993; Mangano-Mire ez al., 2014), and signifi-
cantly lower than other reported rates, which ranged from 7% to 29% (Kravitz & Kelly,
1999; Pasewark, Bieber e al, 1982; Rogers er al, 1984; Vitacco et al, 2008;
Wiederanders et al., 1997). The absence of felony arrests on CR is an important result
in that it demonstrates that clinicians and monitoring officials were able to offer com-
munity release to acquittees without compromising public safety. Most likely this was
due to heightened scrutiny of and alertness to individual risk factors, with revocation
employed swiftly when necessary to halr errant clinical and risk trajectories. ‘The data
on CR confirm the first hypothesis: there is a low rate of rearrest on CR (2.3%), with
a higher rate of revocation and rehospitalization (31.1%).

The vast majority of acquittees discharged from the PSRB’s jurisdiction and scrutiny
were also not rearrested in the community (83.7%), with 91% not rearrested for a
felony charge, with a mean exposure time in the community of approximately 12 years,
This represents a reatrest rate approximating the 15% arrest rate for acquittees in one
study (Pasewark, Pantie et al., 1982), but that study had only a 2-year follow-up period
and arrest rates generally rise with longer follow-up. The low rearrest rate in the current
PSRB sample signifies a higher rate of successful community adaptation than reported
in several other studies of acquitices in various types of comummunity exposure, where
rearrest rates ranged from 24% to 54% with 2- to 15-year follow-up periods (Bloom,
Rogers ez al., 1086; Morrow & Peterson, 1966; Pante er al., 1980; Rice er al., 1990; Sil-
ver ef af., 1989; Spodak er al., 1984).

The total felony/misdemeanor mix in this sample was somewhat higher than that
reported by Bloom, Rogers e al. (1986) from those arrested after discharge from the
Oregon PSRB: CT felony portion of all arrests=37%; OR felony portion of
arrests = 29%. Felonies accounted for 53% of first rearrests in the Connecticut sample.

These results also compare favorably with rearrest rates for: convicted offenders in
Connecticut (16.3% for discharged acquittees over a 12-year approximate mean
duration of community exposure vs. 56% for released offenders in a 2-year follow-up)
{Annual Recidivism Report, 2011); mentally ill offenders released in Connecticut
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(28.3% rearrest rate over 6 months) (Kesten et al., 2012); mentally ill offenders released
in a specialized re-entry program in Connecticut (14.1% rearrest rate over 6 months)
(Resten et al., 2012); and mentally ill and non-mentalty ill offenders in studies in other
states with a range of 18-73% recidivism over 2- o 7-year follow-up periods (Pantle et
al., 1980; Pasewark, Pantle ez al., 1982; Rice et al., 1990; Silver er al., 1989).

The present results tend to confirm the third hypothesis that arrests after discharge
from the PSRB (16.3%) would be modestly higher than arrests during CR (2.3%),
but still represent a significant level of success in the community (83.7% not arrested).
The latter point is clearly true. Tt is possible to argue that the increase in the rate of .
arrest is more than modest, even though the absolute arrest rate after discharge from
the PSRB compares quite favorably with other populations of offenders.

In the sample of 215 discharged acquittees, being on CR at the time of discharge
was a statistically significant factor in mitigating the risk of rearrest, confirming the
second hypothesis that CR experience would be associated with greater community
success after discharge from the PSRB. This finding is consistent with the substantial
literature demonstrating the value of a period of community supervision and
programming in reducing recidivism in criminal justice populations (Council of State
Governments Justice Center, 2014). Age, gender, and race did not demonstrate
statistically significant correlations with rearrest following PSRB discharge in this
study population.

In contrast to results in New York (Miraglia & Hall, 2011), this study reveals a
significant effect of length of stay in the hospital on rate of rearrest. There was a similar
effect in the present study with duration of PSRB commitment. The group who were
not arrested had mean lengths of stay in both conditions approximately 1.8 times
longer than the group who were arrested, Clearly, more time available for treatment
and supervision allows for enhanced stability prior to discharge. What has not yet been
analyzed is why the 32 individuals who were arrested were discharged so much earlier
than their more successful counterparts. Tt has thus not been determined whether the
arrested group was potentially less stable ar discharge but discharged nonetheless for
some reason, or whether the group was discharged as recommended but with unappre-
ciated significant risk factors or unforeseeable circumstances which resulted in eventual
rearrest. Further analysis may help to determine the extent to which length of stay is a
proxy for increased age at discharge; the latter would be expected to have some mitigat-
ing effect on rearrest rates independent of the length of time in hospital or under the
SRB.

The vast majority of the 32 former PSRB clients in the study who were rearrested
were diagnosed with serious mental illnesses. They were not a group of people with
antisocial personality, although a third of them had co-occurring personality disor-
ders. The study methodology did not examine the presence of criminogenic factors
in this population, hewever, which figured more prominently in the New York study
(Miraglia & Hall, 2011). It is unclear, therefore, whether other interventions might
have been employed to further decrease the rate of criminal rearrest following
discharge. Also unknown from this study is the status of clinical engagement of this
group at the time of rearrest, so the presence or effectiveness of clinical interventions
cannot be described. The present database did not include diagnostic information for
the 164 acquittees who were not arrested. In future efforts, it would be uscful o
investigate whether there were diagnostic differences between the arrested and not
arrested subgroups.
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In furure siudies, it will be helpful to conduct idiographic analyses of the 32
rearrested individuals for actuarial (as well as individual circumstantial) risk factors that
were evident at the time of arrest. Such analysis could reveal common themes of missed
opportunities for enhanced intervention that might have prevented the rearrest. It
would also be helpful to reanalyze the results in discrete periods from 1991 to 2015,
which could then be compared with the first 5 years of the P’SRB to look for trends over
time and what factors of acquittal, release or management may have influenced any de-
tected differences. Similarly, further analysis should be conducted of this discharged
population over specified time intervals following discharge; this would allow more di-
rect comparisons with other studies that have utilized durations of 2, 5 and 7 years or
longer to detail rearrest rates. Such an approach would also permit the calculation of
annual conviction rates and survival curve analysis.

Available comparisons with the analysis conducted thus far reveals that the invest-
mients in time, energy and resources in the PSRB mechanism, including significant pe-
riods of hospitalization, result in effective management of the risks of recidivism, both
during and subsequent to commitment to the PSRB. These results support the contin-
uation of current policies and procedures in addressing public safety goals. How these
policies and procedures affect the promotion of recovery principles in service to this
population is another important topic for future study. For example, it would be useful
to investigate whether earlier movement to CR and community reintegration would
achieve the same positive results on rate of rearrest, In other words, if the use of CR
could significantly mitigate the risk of rearrest even with shorter hospital length of stay,
public safety would be unaffected while promoting greater hope, autonomy and citizen-
ship for acquittees (Rowe & Baranoski, 2000; Rowe & Pelletier, 2012},

CONCLUSIONS

‘The hypotheses for the stady were largely confirmed. This study reveals a very low rate
of arrest during CR (equal to the lowest rate reported in the literature}, with no felony
arrests. This is achieved without excessive reliance on revocation of CR, as the revoca-
tion rates in this study are comparable to many other studies and fower than some. This
first examination of outcomes after discharge from the Connecticut PSRB demon-
strates that the vast majority of individuals are not rearresied (83.7%), with only 9%
rearrested for felonies. This 16.3% total rearrest rate compares favorably to other stud-
ies of discharged acquittees and to other offender populations, especially given the
shorter follow-up periods in nearly all the other studies. Acguittees who have experi-
ence on CR in the community show a statistically significant improvement in rearrest
rate after PSRB discharge compared with those acquittees discharged with no CR ex-
perience. The present results do not reveal whether the positive effects of CR experi-
ence could be achieved with shorter length of stay in the hospital and/or shorter
duration under the PSRB’s jurisdiction.
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For over 30years now the movement and status of insanity acquittees in Connecticut
has been supervised by the Psychiatric Security Review Board (PSRB). During this
time, 365 acquittees have been comimitted to the jurisdiction of the PSRB, 177 individ-
uals have achieved conditional release (CR) and 215 acquittees have been discharged
from PSRB jurisdiction. This article examines revocation of CR by the PSRB, arrests
of acquittees on CR, and provides the first report of arrests following discharge from
the PSRB’s jurisdiction. The literature on relevant aspects of recidivism is reviewed
and compared with findings in Connecticut. There is Little available literature about
recidivism of insanity acquittees following release from supervision. In the present
sample of individuals discharged from the PSRB, 16% were rearrested, a rate that
compares favorably with other discharged populations of offenders. For discharged
acquittees, community supervision on CR prior to discharge from the PSRB had a
statistically significant effect on decreasing the risk of subsequent rearrest, as did both
the length of stay in the hospital and the duration of commitment to the PSRB. This
article presents descriptive information about revocations, arrests on CR, and arrests
following discharge. These data are consistent with criminal justice studies
demonstrating the valué of community supervision in lowering recidivism. Copyright

© 2016 John Wiley & Sons, Ltd.

In 1978, Oregon revised its mechanisms for treating and monitoring insanity
acquittees, and. out of these revisions was born the country’s first Psychiatric Security
Review Board (PSRB). As Rogers and Bloom (1985) described, “The PSRB has
received national attention as a potentially viable solution to the dilemma of how to pre-
serve the medical, moral, and legal values of the insanity defense, while simultaneously'
honoring the growing contemporary consensus that security measures should be
substantially improved for insanity acquittees” (p. 71). In 1982, the PSRB model was
supported by the American Psychiatric Assoclation (APA) in their Statement on the
Insanity Defense (American Psychiatric Association, 1982). .
The institution of Connecticut’s PSRB followed two significant legal cases in which
individuals were found not guilty by reason of mental disease or defect Chereafter
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abbreviated NGRI, for not guilty by reason of insanity), The first was the 1981
attempted assassination of President Ronald Reagan by John Hinckley Jr., in which
Hinckley was ultimately found NGRI. The second was a Connecdcut case in which a
former police officer was found NGRI in 1978 after shooting and killing his firse wife
outside of her workplace. 'The acquittee was hospitalized for 3months and then re-
leased mto the community after being deemed no longer dangerous to himself or others
by hospital clinicians. He subsequenty remarried, but in 1983 was again charged with
murder after the deceased body of his second wife was found in their home only days
after she had filed for divorce (Associated Press, 1983).

Following these verdicts and the subsequent increase in national and local atten-
tion to Insanity acquittees and their post-verdict management, in 1983 the General
Assembly of Connecticut directed the Law Revision Commission to study the
post-verdict dispositions of the insanity defense in Connecticut. The Comumission
found that Connecticut lacked a centralized system of monitoring and decision-
making post-verdict and that much of the burden of determining when to release
acquittees from the hospital fell on an overburdened Superior Court system. Further,
the Commission determined that individual judges lacked sufficient staffing or guide-
lines to adequately monitor or evaluate an acquittee’s progress in treatment, manage
ongoing mental health issues, or evaluate proposed programs for confinement and
treatment of acquitiees conditionally released from the hospital. The Commission
concluded that post-verdict procedures in the state were inadeguate to provide for
the proper review, regulation, and supervision of insanity acquittees, allowing for
acquittees to be improperly released or inadequately treated in the hospital and/or

- community. T'o address these concerns, the Commission recommended the estab-
lishment of a PSRB to serve as a centralized authority overseeing the management
and supervision of acquittees throughout the state (Connecticut Law Revision Com-
mission, 1985). ‘

As a result of this recommendation and following Oregon’s lead, in 1985 Connect-
icut established its own PSRB. The Connecticut PSRB is a state agency 1o which the
Superior Court commits persons who are found NGRI with a primary mission of pub-
lic safety (Psychiatric Security Review Board, n.d.). The PSRB is charged with
reviewing the starus of acquittees committed to its jurisdiction through an administra-
tive hearing process and orders the level of supervision and weatment for the acquittee
necessary to protect the public. Connecticut’s PSRB is composed of six members
appointed by the Governor and confirmed by either house of the General Assernbly.
The board members are designated to represent professional expertise in the fields of
law, probadon/parole services, psychology, psychiatry, victim services, and the interest
of the general community. At the time of commitment by the Superior Court, the
PSRB takes jurisdiction over the acquittee and imakes subsequent determinations as
to the hospital setting (i.e., maximum vs. enhanced security) in which an acquittee is
to be confined and when and under what circumstances an acquittee can be released
into the community.

The PSRB carries out this responsibility by the review of reports submitted every
6 months on the acquittee and by conducting adversarial hearings at least every 2 years
or at such time that the provider of treatinent or the acguittee applies to the PSRB for a
change in supervision status. The general findings and orders that the PSRB issues are:
confinement in a maximum security facility, confinement in an enhanced security facil-
ity, confinement in a hospital for the mentally ill, placement with the Commissioner of
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Developmental Services, approval of temporary leave (TL), approval of conditional
release (CR) with specific conditions, modification or termination of CR, and recom-
mendations to the court for discharge or continued commitment to the PSRE.

When TL is granted, the acquittee is allowed access off hospital grounds into the
community without staff escort for a defined period of time, ranging from a few hours
to 7 nights a week. While on TL., the hospital maintains responsibility for all of the
acquittee’s psychiatric and medical care. Even when the acquittee has been granted
TL for 7 nights weekly, the acquittee is still expected to return to the hospital once
per week for a psychiatric evaluation. CR is granted once the PSRB has determined that
an acquittee can be safely treated and supervised in the community. Mandated condi-
tions are individualized to the acquittee and can include residential programming,
therapeutic and psychiatric services, supervision by the Office of Adult Probation,
and restrictions on association and movement. For example, acquittees are most often
forbidden from associating with known criminals, possessing weapons, or visiting
businesses whose primary purpose is the sale of alcohol. While on CR, all psychiatric
and medical care for an acquittee is transferred to community providers.

NGRI REHOSPITALIZATION AND RECIDIVISM
LITERATURE

The arrest rates for those engaged in psychiatric treatment have long been of interest
to the psychiatric and criminal justice communities. In 1979, Rabkin reviewed the lit-
erature on arrest rates following discharge from a psychiatric hospital for those with
and without a prior history of arrests (Rabkin, 1979), finding that those with such a
history had significantly higher rates of post-discharge arrest (19-56% wvs. 2—4%).
Harris and Koepsell completed two studies comparing the rates of criminal recidi-
vism of incarcerated individuals who suffered from a mental iliness at the time of
their arrest with those who did not, but in both instances they were unable to find
a statistically significant difference between these groups (Harris & Koepsell, 1996,
1998). Rice and Harris {1992) specifically examined recidivism following release
from prison in schizophrenic versus non-schizophrenic offenders, finding a statisti-
cally significant difference with higher rares of recidivism for non-schizophrenic
offenders (53% vs. 35%) and a trend toward higher rates of rearrests for violent
crimes in the non-schizophrenic offenders.

Comparing Insanity Acquittees with Other Groups

In studies comparing rates of recidivism of acquirtees with those of other offender pop-
ulations, there have been mixed results, although factors predictive of recidivism have
been identified, and generally longer periods of follow-up with larger samples have
demonstrated lower relative rates of recidivism amongst acquittees.

The first comparison is to rates of rearrest and recidivism for menrtally ill and non-
mentally il offenders in Connecticut. In the State of Connecticut’s 2011 Annual Recid-
ivisin Report, the Office of Policy and Management reported a 2-year rearrest rate for
all sentenced offenders released in 2008 of 56% and a recidivism (defined as
re-conviction) rate of 35% (Annual Recidivism Report, 2011). In examining mentally
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ill offenders, in particular, a study by Kesten, Leavitt-Smith, Rau, Shelton, Zhang,
Wagner & Trestman (2012) evaluated rearrest and recidivism rates for mentally ifl
offenders who participated in a specialized re-entry program [Connecticut Offender
Reentry Program (CORP)] focused on building life skills and providing community
supports compared with mentally ill offenders who received standard treatment and
release planning services from the Department of Mental Health and Addiction Services
(DMHAS) (Kesten et af., 2012). The study found 6-month rearrest rates of 14.1% for
CORP participants as compared with 28.3% for the DMHAS group, and identified
younger age and co-occurring substance use as predictive of reincarceration.

Others have focused specifically on those found NGRI and compared rates of recid-
ivism in insanity acquittees with those of criminal offenders with or without a history of
mental illness (see Table 1). One of the earliest studies in this area was the comparison
by Morrow and Peterson (1966) of reconviction rates of insanity acqguittees with crim-
inal sexual psychopaths (CSPs) over a 5-year period following discharge from
Missouri’s maximum security hospital. They found that the 37% reconviction rate of
NGRI acquittees was greater than the 25% rate for CSP patients, but was almost
identical to the 35% rate of a contemporaneous sample of federal prisoners. Two
subsequent studies did not find significant differences in post-institutional arrest rates
of insanity acquittees compared with a maiched group of non-mentally ill felons
(Pantle, Pasewark, & Steadman, 1980; Pasewark, Pantle, & Steadman, 1982). How-
ever, two later studies did find significantly lower rearrest rates among acquittees when
‘compared with mentally ill offenders, non-mentally ill offenders, and a group of pris-
oners matched by offense type (Rice, Harris, Lang, & Bell, 1990; Silver, Cohen, &
Spodak, 1989). Rice et al. explained that the differences in recidivism rates observed
in their study were probably due to the lower prevalence of personality disorders and
substance use in acquittees and their higher level of supervision following discharge
(Rice et al., 1990). In examining the disparate findings of these two pairs of studies,
it appears that larger studies with longer follow-up periods were better equipped to
identify differences in recidivism rates amongst these groups.

Table 1. Studies comparing rates of recidivism of insanity acquittees with those of other crimninal offenders

Study Comparison Sample Duration of NGRI Comparison
group ’ size follow-up rate group rate(s)
Morrow and CSP =44 NGRI 5 years 37% 25%
Peterson (1966)*" n=43 CSP
Panile et al. {1980) NMIO #=46 NGRI 6 years 24% 27%
=46 NMIO
Pasewark er al. NMIO n=50 NGRI 2 years 15% 18%
(1982) n=50 NMIO
Silver et al. (1989)* MIO and n=127 NGRI 5years 54% MIO - 73%
NMIO n=135 MIC ) NMIO -- 65%
n=127 NMIO
Rice, Harris, Lang, MGP n= 238 NGRI 7 years 41% 54%
and Bell (1990)*° n=238 MGP

NGRI, not guilty by reason of insanity; CSP, criminal sexual psychopaths; NMIO, non-mentally ill offenders;
MIQ, mentally ill offenders; MGP, matched group of prisoners.

*Satistically significant difference in rate between NGRI and comparison group(s)

*Eyamined rates of reconviction as marker of recidivism, as opposed to all other studies which utilized rearrest
as marker of recidivism.

POnly zssessed male acquittees/prisoners.
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QOutcomes in Community-based Forensic Treatment

With the greater emphasis on community-based treatment in the United States in re-
cent decades, several studies have examined rates of recidivism and rehospitalization
among insanity acquittees following hospital discharge, with most studies generally
supporting the notion that more intensive community supervision contributes to lower
rates of recidivism with only a modest increase in rehospitalization (see Table 2).

In earlier studies of CR programs utilizing less rigorous community supervision, rates
of rearrest were high, ranging from 29% to 58% (Bogenberger, Pasewark, Gudeman, &
Bieber, 1987; Pasewark, Bieber, Bosten, Kiser, & Steadman, 1982; Spodak, Silver, &
Wright, 1984). A follow-up study reanalyzing the work of Pasewark, Bieber et al.
(1982) identified several factors that increased the risk of post-NGRI offenses 5-10

Table 2. Studies comparing rates of conditional release (CR) revocation, rehospitalization, and recidivism

Study State or Sample Duration of  Supervision Qutcomes
country size follow-up status in
community

Pasewark, Bieber NY n=133 Sycars CR/Released®  31% rehospitalized
et al. (1982) 28% rearrested
Spodak et al. (1984) MD n= 86 15 years CR 58% rearrested

20% convicted

13% incarcerated
Bogenberger et al. HI n=107 Byears CR/Released®  40% rearrested
(1987)
Parker (2004) OH n=83 5 years FACT 47% rehospitalized

5% rearrested
Simpson, Jones, Evans, NZ n=105 7.5years FCT < 1% rearrested
and McKenna (2006)
Skipworth, Brinded, NZ n=135 2Byears FCT 15% reconvicted
Chaplow, and {2 years post-discharge)
Frampton (2006) 40% reconvicted

: {10 years post-discharge)

Vitacco, Van Rybrock, Wi n=363 Syecars CR ' 34% CR revocation
Frickson, Rogstad, Trip, (7% due to rearrest)
Harris and Miller (2008)
Ong, Carroll, Reid, AU n=25 3 years FCT 48% rehospitalized
and Deacon (2009) 4% rearrested
Smith, Jennings, and AX n=01 8 years FACT 29% rehospitalized®
Cimino (2010) . 5% rearrested
Manguno-Mire, 1A 7=2193 10vyears CR 30% CR revecation
Coffman, Deland, (3% due to rearrest)
Thompson,
and Myers (2014}
Marshall, Vitacco, M n=356 Gyears CR 55% rehospitalized
Read, and Harway . 14% rearrested
(2014)

AU, Australia; NZ, New Zealand; FCT, forensic community treatment; FACT, forensic assertive comumnu-
nity treatment,

aSubjects had either been discharged from the hospital or were on an extended CR status; however, for those
discharged no details were provided about their level of supervision or treatment while in the community.
®60% of subjects were hospitalized following not guilty by reason of insanity (NGRI) acquittal and later
placed on CR following hospital discharge; 33% were never hospitalized but were immediately placed on
CR following NGRI acquittal; and 7% were unconditionally released following NGRI acquittal withour
court-ordered treatment. .
“Rehospitalization included admission to a residential or inpatient setting
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years following hospital discharge, including a greater number of pre-NGRI arrests,
more serious pre-NGRI crimes, psychosis, homicide as the NGRI offense, and escape
during their NGRI hospitalization (Bieber, Pasewark, Bosten, & Steadman, 1988).

In the 1990s, the focus on community-based forensic treatment and CR programs
for insanity acquittees intensified, with studies examining these programs beginning
to demonstrate reduced rates of recidivism. Kravitz and Kelly (1999) described in de-
tail a community-based forensic treatment program at the Isaac Ray Center in Chicago
for those NGRI acquittees on CR, demonstrating recidivism rates for their program of
19% and rehospitalization rates of 47% for the 43 subjects engaged in treatment during
‘the year 1996 {follow-up period not specified), a noted difference from the studies de-
scribed earlier. Callahan and Silver (1998a) studied CR revocation rates and reasons
for CR revocation among four states’ programs (CT, MDD, NY, and OH). There were
43 individuals studied in CT from 1985 to 1987; 34.9% of them had their CR revoked
after a median length of time in the community of 3 years. The authors did not specif-
ically address rates of rearrest (Callahan & Silver, 1998a). Heilbrun and Griffin (1993)
reviewed the available literature on community-based forensic treatment programs in a
number of states and reported rearrest and rehospitalization rates for five states (IL,
OR, MD, CA, NY), finding that rearrest rates during CR ranged from 2% to 16%.
During longer-term follow-up after CR termination (7-15 years), rearrest rates ranged
from 42% to 56%, and estimates of rehospitalization rates ranged from 11% to 40%.
Lower rearrest and higher rehospiralization rates were found in Oregon with its PSRB
mechanisms after 4-7 years of follow-up (MHeilbrun & Griffin, 1993). Wiederanders,
Bromley, and Choate (1997) compared CR ocutcomes in three states (NY, OR, CA),
finding the highest rearrest rate in New York (22% over 7 years), followed by Oregon
{15% over 8years) and then California (8% over 7 years).

Since the turn of the century, ongoing efforts have been focused on devising creative
and sophisticated community-based forensic treatment to increase successful out-
comes for insanity acquittees on CR or following discharge. Several studies have con-
tinued to build an evidence base demonstrating that such programs, including
forensic assertive community treatment (FACT), can contribute to reduced recidivism
amongst this population with only moderate reciprocal increases in rates of rehospital-
ization (Manguno-Mire et al., 2014; Marshall et al., 2014; Parker, 2004; Smith er al.,
2010; Vitacco et al., 2008) (see Table 2). Miragha and Hall (2011) provided further
support for community-based treatment models by demnonstrating that length of hospi-
talization had little effect on rearrest rates and that rearrest following hospital discharge
was mostly explained by demographic and criminogenic factors.

The topic of community-based forensic treatment for mentally ill offenders has
also been of great international interest (see Table 2). The studies by Ong et al.
(2009) and Simpson et al. (2006) demonstrate rates of recidivism comparable to or
even less than the more recent American studies. Skipworth et al. (2006) found sig-
nificantly higher rates of recidivism, but this may be related to the longer duration of
follow-up (which is often linked to higher recidivism rates) and the study follow-up
beginning in 1976, prior to the advent of more intensive community supervision. A
recent Canadian study by Crocker, Nicholls, Charette, and Seto (2014) evaluated
the influence of statc and dynamic risk factors on review board discharge decisions,
finding that review boards were taking into account empirically validated risk factors
represented on the Historical Clinical Risk Managemeni-20 (IICR-20) in making
* their determinations. :
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Several recent studies have examined factors that are related to success or failure on
CR or discharge. Manguno-Mire et al. (2014) reported that in Louisiana a higher risk
of CR revocation was associated with more severe mental illness, a greater number of
prior arrests, and a greater number of incidents while in the aftercare program. Success
was related 10 being on Social Security Disability Insurance, not having a personality
disorder diagnosis, and fewer incidents while on CR. Factors repeatedly found to be
predictive of CR or discharge revocation include greater number of prior arrests, de-
gree of violence of prior arrests; and treatment non-adherence during initial hospitali-
zation of while in community treatment programs (Callahan & Silver, 1998b; Lund,
Hofvander, Forsman, Anckarsater, & Nilsson, 2013; Manguno-Mire, Thompson,
Bertman-Pate, Burnett, & Thompson, 2007; Manguno-Mire et al., 2014; Marshall
et al, 2014; Monson, Gunnin, Fogel, & Kyle, 2001; Vitacco, Vanter, Erickson, &
Ragatz, 2014; Webster, Douglas, Eaves, & Hart, 1997),

Literature on Insanity Acquittees in Connecticut

Others have previously investigated insanity acquittees in Connecticut, although much
of this work occurred prior to the inception of the PSRB. This work revealed relatively
high rates of recidivism, as is consistent with prior research in other states predating the
advent of more intensive community supervision programs. Phillips and Pasewark
(1980) examined the length of institutionalization and rates of recidivism and rehospi-
talization for a group of 25 acquittees in CT who were found NGRI from 1970 10 1972
in comparison to a matched group of felons 7years following discharge. Of the
acquittees, 61% were rearrested and 44% were rehospitalized. Zonana, Wells, Getz,
and Buchanan (1990) compiled a comprehensive database of all those found NGRI
from 1970 to 1985 (just prior to the inception of the PSRB). Over that time, they iden-
tified 313 NGRI cases, and described their demographics, diagnoses, and criminal his-
tories. In this cohort, there was a male to female ratio of 10:1 and far more Whites than
minorities (68% White vs. 25% Black and 6% Hispanic). Regarding psychiatric diag-
noses, 63% had a psychotic illness, 18% had a personality diserder and 7% a substance
use disorder. Twenty-five percent of the group were acquitted of homicide and 55%
were acquitted of other crimes against persons (e.g., assault, sexual assault, or robbery).
In a second study, Zonana, Bartel, Wells, Buchanan, and Getz (1990) found that fac-
tors that predicted rearrest included number of prior arrests, being a racial minority,
having a non-psychotic diagnosis, and a non-married status. This earlier work is some-
what limited by its lack of comparison to other relevant populations.

Scott, Zonana, and Getz (1990) wrote one of the first articles describing
Connecticut’s PSRB. In it they outlined some of the differences between the Oregon
and Connecticut boards, the challenges in establishing Connecticut’s board, and the
changes in the treatment of acquittees following the institution of the PSRB in Con-
necticut. They also provided data on CR revocation rates. From 1985 to 1989, 13 of
the 45 acquittees (29%) placed on CR had it revoked and were returned to the hos-
pital — six due to a deteriorating psychiatric condition, three for failing substance
abuse screening, two for medication non-compliance, and two for arrest on drug-
related charges. The present study expands on this initial work by examining recidi-
vism outcomes for those discharged from the PSRB over the 30years since its

inception.
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Literature Regarding the Oregon PSRB

Given the analogous administrative systems for oversight of insanity acquittees in Con-
necticut and Oregon, the acquittees under the oversight of Oregon’s PSRB are the
closet comparison group to the Connecticut sample. Rogers, Bloom, and Manson
(1984) reviewed outcomes from the first Syears of Oregon’s PSRB from 1978 to
1982 and found that, of the 295 acquittees granted CR during that period, 13% were
charged with new crimes while on CR (7% for misdemeanors and 6% for felonies)
and 5% were re-convicted. Bloom, Williams, Rogers, & Barbur (1986) found that
for those granted CR under the Oregon PSRB from 1980 to 1983 who were engaged
in a community lospital day reatment program, 51% had their CR revoked with a
rearrest rate of 12% over a 3-year period; those individuals whose CR was revoked
were less engaged in treatment, had a greater number of crises, and were more likely
to live in shelters. In another study, Bloom, Rogers, Manson, & Williams (1986) ex-
amined the lifetime number of police contacts for those acquittees discharged from
the PSRB from 1978 to 1980. The duradon of follow-up was 2-4 years post-
discharge (the analysis was completed in February 1982), revealing that 41% were
rearrested during that time frame following discharge, 71% for misdemeanors and
29% for felonies (20% of which were for “violent crimes” of assauli, sexual assault,
and arson). Younger age and number of arrests prior to PSRB engagement were as-
sociated with post-discharge rearrest. The number of police contacts declined during
and after PSRB supervision, from seven police contacts/person before PSRB place-
ment to 0.6/person while under PSRB supervision, and then to 1.4 contacts per per-
son following discharge.

A recent review by Bloom and Buckley (2013) described the 34-year history of
Oregon’s PSRB from 1978 to 2012. Although revocation and recidivism rates for those
on CR or following discharge were not presented for the entire 34-year history, they did
describe more recent data from the final decade of the reporting period (2002-2011),
demonstrating an annual CR revocation rate ranging from 7% (in 2011) to 26% (in
2004}, and that over that 10-year period 2.6% of all CR revocations were as a result
of new felony charges. They attributed these low felony recidivism rates to effective
CR plans, intensive community monitoring and prompt reporting of deviations from
treatment plans to the PSRB. Data on misdemeanor recidivism were not provided, as
only new felony charges were tabulated so as to remain consistent with the definition
of recidivism provided by the Oregon Departument of Corrections for the purpose of .
performance measure comparisons. 'The most recent available data indicate that from
2011 to 2015, those on CR had a lower cumulative annual recidivism rate of 0.64%
(Oregon Psychiatric Security Review Board, n.d.).

Limitations of Prior Research

Despite an ample body of prior research assessing outcomes for NGRI acquittees, this
literature has some limitations. Some early studies comparing rates of recidivism of
acquittees with those of other offenders appeared to have an inadequate duration of
follow-up to identify statistically significant differences (e.g. Pantle et ol, 1980;
Pasewark, Pantle er al., 1982}, which were later identified by studies with longer
follow-up periods. Studies also have not used a uniform definition for the term “recid-
ivism,” with some utilizing this term to refer to rates of rearrest, and others to refer to
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reconviction. Further, studies did not always identify the specific nature of the recidi-
vism beyond whether the charges were for a felony or misdemeanor, with no indication
as to whether the charges were for violent crimes, which would presumably be of
greater concern for public safety. Finally, the level and degree of community supervi-
sion for acquittees were not always clearly explicated, making it more challenging to
contextualize the outcomes of interest.

Past recidivism studies of acquittees monitored by a PSRB are few in number. Three
reports of recidivism among Oregon acquittees studied periods of 4, 5 and 10 years:
Bloom, Williams et al, 1986; Rogers er al, 1984; and Bloom & Buckley, 2013,
respectively. Previous Connecticut reports are more limited, with one study of 25
acquittees in a 2-year period before the creation of the PSRB (Phillips & Pasewark,
1980}, and another study of 45 acquittees over the first Syears of the PSRB (Scott

et al, 1990).

THE PRESENT STUDY

This study takes advantage of 30years of experience with the CT PSRB, with all 177
acquittees who achieved some period of CR and all 196 acquittees discharged to com-
munity living from the supervision of the PSRB. The study was designed to examine
specific types of recidivism for the relevant acquittee subgroups within the Connecticut
population, and for the longest duration of community exposure possible for acquittees
over the 30-year existence of the PSRB. The study examines recidivism of insanity
acquittees for both revocarion of CR and for rearrest, and provides data about the arrest
charges. This is done for periods of community exposure during both CR and following
final discharge from the PSRB and its monitoring procedures, Rates of arrest after dis-
charge from the CT PSRB have not been previously reported or studied. Given the sig-
nificant commitment of resources in the state devoted to the PSRB’s supervision,
monitoring, and community support of acquittees, these results have important policy
and public safety implications.

The hypotheses for the study were based in part on findings known previously about
this population (low rate of rearrest during CR, but higher rate of revocation of CR),
and anecdotal experience, Three specific hypotheses were proposed: CR data would
show continued low rates of rearrest and higher rates of revocation and rehospitaliza-
tion; acquittees who experienced periods of CR would be more successful in avoiding
arrest after discharge from the PSRB; and rates of arrest after discharge from the PSRB
would be modestly higher than during CR but siill represent a significant level of
success for those individuals.

METHODS

The Connecticut PSRB has maintained a database of acquittees under its jurisdiction,
which includes revocations of CR. It also notes criminal recidivism in its annual
reports. Earlier this year, the PSRB and DMHAS did a search of individuals discharged
from the PSRB in the Connecticut Criminal Justice Information System to see whether
or not they have been subsequently rearrested. Thus, information was available to allow
examination of three aspects of recidivism related to CR among the population of
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insanity acquittees in Connecticut: revocations of CR (i.e,, enforced return to the
hospital) and the reasons for the revocations; criminal arrests and convictions of
acquittees while under CR; and subsequent arrests of the 215 acquittees who had been
released from the PSRB. ’

The study population consisted of a total of 215 acquittees who have been
discharged from the jurisdiction of the PSRB. For this group, the mean length of stay
in the hospital was 9.8years (range < 1-39). The mean duration of the acquittees’
PSRB commitment was 12,9 years (range < 1-39). Mean age at time of discharge from
the hospital for this group was 43.6 years (range 19-80), and the mean age at time of
discharge from the PSRB was 46.7 years (range 23-83). Of the group, 178 were male,
and 37 were female. The racial breakdown was as follows: 150 White, 47 Black, 13
Hispanic, and 4 other.

This work was determined by the Institutional Review Boards of Yale University and
DMHBAS not to require review as it represents an evaluation of a unique program which
is not generalizable. .

RESULTS

Over the 30-year period from July 1, 1985 to June 30, 2015, 177 insanity acquittees
attained CR at some point and 215 acquittees were released from the jurisdiction of
the PSRB. These two groups overlap substantiatly, but are not co-extensive. For exam-
ple, of the 177 acquittees who achieved CR, 147 have been released from the PSRB
itself. During this time period, a total of 365 individuals have been under the jurisdic-
tion of the PSRB.

Revocation of CR

The PSRB has the authority to have an individual returned from CR to the hospital for
examination at any time if the acquittee has violated terms of the CR plan, had a change

Table 3. Revocation of conditional release (CR}

Hearing results

Reason for revocation ) Termination of CR Modification of CR. No change
Psychiatric decompensation 14 4 3
Supervision non-compliance 8 5 0
Treatment non-compliance 7 2 0
Alcohol use 6 0 1
Drugs 6 0 0
Medication non-compliance 2 0 0
Loss of program 2 ¢ 0
Agrest 1 0 2
Away without leave (AWOL) 1 ¢ 1
Inadequate supervision and treatment 1 0 0
Inappropriate phone calls ) 1 ¢ 0
Inappropriate sexual behavior 1 0 0
Needs higher level of service 1 0 0
Sexual assault 1 0 0
Physical aggression 1 0 0
Law violation 0 0 1

. Totals 53 11 8
Copyright © 2016 John Wiley & Sons, Ltd. Behav, Sci, Law (2016)
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in mental condition, or absconded from the Board’s jurisdiction, or if the community
resources required by the CR plan become unavailable. The hospital then conducts
an evaluation for the Board hearing on the revocation order.

Of the 177 individuals who have achieved CR, 55 of them have had their CR revoked
at some point, representing a total of 73 revocations. There were 42 acquittees whose
CR was revoked once, 10 whose CR was revoked twice, one whose CR was revoked
three times and two whose CR was revoked four times. Table 3 lists the resuits of the
hearings on revocation and the reasons for the revocaton. Terminations of CR are
most often based on psychiatric decompensation, substance use or non-compliance
with treatment or supervision. One CR was terminated by the death of an acquittee
who was on away without leave (AWOL) status, Fifty-three of the 73 revocations
(73%) resulted in termination of CR, with 11 resulting in modification of CR (15%),
and eight cases (11%) in which the acquittee was returned to the original CR plan after
the hospital evaluation.

Arrests on CR

Over a 30-year period, with 177 acquittees on some period of CR, there were a total
of only 4 arrests (2.3%). One of these arrests did not lead to rcvocanon of CR, as it
was a breach of peace that the prosecutor did not pursue. The charges in two of the
arrests were dismissed. The other two arresis resulted in misdemeanor convictions,
one in FY 1986-87 and one in FY 1990-91. There were a total of ten motor vehicle

violations.

Timing of Discharges

‘There was no temporal pattern to the year of discharge. The mean number of
discharges per year for the years 1986-2014 (for which there were full-year data) was
7.3 (range 2-14) (see Figure 1).

The group of acquittees who were discharged from the PSRB included a large
percentage of individuals who had been acquitted of serious offenses, with the vast
majority (88%) charged with felonies. The largest numbers of offenses were Class B

1008
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Figure 1. Individuals discharged from the Psychiatric Security Review Board by year.
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Table 4. Penal code classifications of not guilty by reason of insanity (NGRI) offenses for individuals
discharped from the Psychiatric Security Review Board

Penal code classification Frequency Percentage Cumulative percentage
A Felony 58 27 27

B Felony 94 43.7 70.7

C Felony 15 ki 77.7

D Felony 23 10.7 88.4

A Misdemeanor 15 7 95.3

B Misdemeanor 7 : 3.3 98.6

C Misdemeanor 3 1.4 100

Total 215 100 100

Table 5. Most frequent acquittal charges for individuals discharged from the Psychiatric Security Review

Board

Charge Penat code Frequency Percentage Cumulative

classification : percentage
Assault 1 B Felony 40 19 19
Mourder A Felony 39 . 18 37
Arson 1 ' A Felony 16 7 44
Manslaughter 1 B Felony 15 7 51
Robbery 1 B Felony 12 6 57
Assault 2 D Felony 12 6 63
Sexual Assault } B Felony 7 3 66 -
Arson 2 ' B Felony 6 3 69
Manslaughter 1 with Firearm B Felony 5 2 71
Reclless Endangerment A Felony 5 2 73

felonies (43.7%), followed by Class A felonies (27%). The insanity defense is not com-
monly pursued for misdemeanor or lower level felony charges, given the strictures of
and lengthy commitments to the PSRB. The 25 misdemeanor cases in the sample of
discharged acquitiees were all acquitted between 1979 and 2002, with 20 of those cases
being acquitted between 1983 and 1992, probably reflecting a growing awareness
among defense counsel of the liabiliies to the defendant of such commitment in com-
parison to a maximum I year jail sentence (see Table 4).

The 10 most frequently encountered charges in this population are shown in Table 5.
The common Class A felonies were Murder and Arsonn 1. Assault 1 was the most
common charge, followed very closely by Murder. The common Class B felonies were
Assault 1, Manslaughter (with and without firearm), Robbery, Sexual Assault 1 and
Arson 2. In all but one of the 215 cases, the original charge was the same as the
acquittal charge; in one case the acquittee was originally charged with murder, but
was found NGRI of the charge of manslaughter first degree.

Reasons for Discharge from PSRB
It is also worth noting the reasons for discharge from the PSRB for this group of
acquittees. In Connecticut, PSRB commitment terins may be extended repeatedly by

motion of the state and an order of the court, based on the condition of the acquittee
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Table 6. Reasons for discharge from the Psychiatric Security Review Board

Reason Frequency Percentage Cumulative percentage
End of commitmment 112 52.1 52.1
Discharge application approved 64 29.8 81.9

Death in hospital 19 . 8.8 90.7

Death after hospital discharge 16 " 7.4 98.1
Commitment overturned 4 1.9 100

‘Total 215 100 100

at the time. If the state does not move for re-commitment, then the acquittee is
discharged from the PSRB at the expiration of the original commitment order. The
most common reason for discharge is expiration of the term of commitment, with more
than half of the cases ending this way. Acquittees may also apply for discharge from the
PSREB and the court may grant such an application; this accounted for 30% of the
discharges in the sample. Among the 215 discharges were 35 deaths, accounting for

16% of the total. In a small number of cases, the insanity acquirtal was overturned
following a motion by the defendant (see Table 6).

Of the 215 discharges, 135 individuals were discharged while on CR status.
Nineteen died in the hospital and were thus not on any release status. Twenty-two
individuals were on TL status when they were discharged from the PSRB, and 39
individuals were not on CR or TL status when discharged. The typical pattern is for

_an acquittee 1o achieve TL status, then CR from the hospital, and finally discharge from
the PSRB. However, there are times when discharges occur for legal reasons, irrespec-
tive of the acquittee’s status.

Arrests after PSRB Dfscharge

. After removing the 19 acquittees who died in the hospital, there were 196 acquittees
who were in the community subsequent to their discharge from the Board, and thus

uFelony

Misdemeanor

Oinfraciion/fine

EiUnknown

R T b i B Pk T
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Figure 2. Arrests and rearrests of individuals post-discharge from the Psychiau:ic Security Review Board.
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had the potential for rearrest. The mean duration of exposure to the community for this
sample was approximately 12.5years (range 0-28). (There have been 13 known
deaths, with unknown dates of death, among the group following PSRE discharge.
This calculation takes account of an estimate of one-half the average community
exposure for 18 individuals, recognizing the possibility of an additional number of
unknown deaths.) Thirty-two {16.3%) of this subgroup of 196 were arrested. About
half of that group (17) were arrested a second time. There were 10 individuals
arrested three times, seven arrested four times, three arrested five times and one
arrested six times (see Figure 2),

Of the 17 first arrest felonies, 11 were Class D felonies, three were Class C felonies
(Risk of Injury to Child in two cases; Assault 3 and Burglary 2 in the third) and three
were Class B felonies (Larceny in one case, and Assault on Public Safety Worker in
two cases). Thirteen of the 32 total first arrests (40%) were for individuals released
during the first 5years of the Board’s operation from 1986 to 1990. The mean time
from PSRB discharge to first arrest was 5.8 years (range 0-29).

Felonies in the second arrest group consisted of three Class D felonies and one Class
C felony. The one felony in the third arrest was a Class D felony. In the fourth arrest,
there was one Class D and one Class B felony. The single felonies in the fifth and sixth
arrests were Class D felonies. Felonies accounted for 37% of all rearrests, misde-
meanors accounted for 50%, infractions for 8.6%, and 4.3% were unknown.

Table 7 illustrates the numbers rearrested among the group with the most frequent
acquittal charges, revealing a small numbers of rearrests. For example, of the 39 indi-
viduals acquitted of murder, only two (5%) were rearrested (for Assault 3 and Assault
on a Public Safety Worker) after discharge from the Board. Of the 40 individuals
acquitted of Assault 1, only two (5%) were rearrested (for Assault 2 and Possession
of Controlled Substance). Of 16 acquitied of Arson 1, two (12.5%) were arrested
(for Burglary 2 and Stalking/FHarassment). Of the 15 acquitted of Manslaughter 1, only
one was rearrested (for Larceny). The original charges that most often resulted in rear-
rest after discharge were Robbery 1 (33%) and Assault 2 (25%). The mix of felony and
misdemeanor cases changed from the acquittal charge to the rearrest charge; felonies
accounted for 88% of the original charges, but only 53% of the first rearrests and
37% of the total rearrests.

The number of individuals who were and were not arrested in terms of whether they
had been on CR at the time of discharge is important to an analysis of the conceptual

Table 7. Most frequent original charges and rearrests

Original charge Acquittal charge frequency Number rearrested (%)
Assault 1 40 2{5)

Murder . ) 39 2.0

Arson 1 16 ’ 2 (12.5)
Manslaughter 1 15 1(6.7)
Robbery 1 12 4 (33.3)
Assault 2 . 12 3 (25)

Sexual Assault 1 7 0

Arson 2 6 0
Manslaughter 1 with Firearm 3 (D)

Reckless Endangerment 5 0
Copyright © 2016 John Wiley & Sons, Lid. Behav. Sci. Law (2016)
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Figure 3. Status at time of Psychiatric Security Review Board discharge.

Table 8. Arrest after discharge from the Psychiatric Security Review Board and conditionat release (CR) at
time of discharge

Number on CR Percentage of subgroup Number not on CR

Arrest status at discharge (%) on CR at discharge at discharge (%)
Arrested (n=732) 15 (11.1) 46.9 17 (27.9)
Not arrested (n= 164) 120 (88.9) 73.1 44 (72.1)
Total (n=196) 135 (100} 68.9 61 (100}

27 =B.637; p=0.003.

Table 9. Primary diagnosis of 32 individuals arrested post—diéchargc from the Psychiawic Security Review

Board
Diagnosis Frequency Percentage
Schizophrenia 7 22
Schizoaffective disorder 7 22
Bipolar disorder 6 19
Personality disorder® 4 13
Antisocial personality disorder 2 6
Conduct disorder 1 3
Delusional disorder 1 3
Depression 1 3
Impulse control 1 3
Pathological gambling 1 3
Psychotic disorder 1 3
TOTAL 32 100

*Other than antisocial personality disorder.

model for the PSRB of the risk-mitigating effect of a period of CR supervision in the
community. Figure 3 displays the acquittees’ statuses at the time of discharge from
the PSRB for those who were arrested and those who were not arrested. The difference
between these groups is the percentage that were on CR, (The 19 acquittees who died
in hospital, and had no exposure to the community, are not included in Figure 3 or
Table 8.)

Table 8 displays the arrest/non-arrest status of the discharged acquittees compared
with their status at the time of discharge. Of the acquintees who were on CR at the time
of discharge (total=135), 15 (11%) were arrested. Of the acquittees who were not on
CR at the time of discharge (total=61 on either TL. only or no CR/no TL), 17
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(27.9%) were arrested. This is a statistically significant difference (p=0.003). The
subgroup who were not arrested had a much higher percentage of acquittees on CR
at discharge than the subgroup who were arrested (73.1 vs. 46.9).

Table 9 illustrates the primary diagnoses of the 32 individuals arrested following
discharge from the PSRB. This was a group composed largely of individuals with
serious mental illnesses (~72%). A small minority (6%) had a primary diagnosis of
antisocial personality disorder, with another 13% having other personality disorders.
[These are the diagnoses given after long periods of observation in the hospital, and
do not necessarily match the diagnoses proffered at the individuals® trials. In Connect-
icut, the insanity defense standard is that the defendant “lacked substantial capacity,
as a result of mental disease or defect, either to appreciate the wrongfulness of his
conduct or to control his conduct within the requirements of the law.” The statutory
exclusions of “mental disease” for purposes of the insanity defense are voluntary
intoxication and “an abnormality manifested only by repeated criminal or otherwise
antisocial conduct or... pathological or compulsive gambling” (Connecticut General
Statutes. 53a-13, n.d.).}

A majority of the individuals who were arrested had a co-occurring substance use
disorder (69%) with a significant proportion of co-occurring personality disorder
(34%). There were smaller numbers for co-occurring intellectual disability (16%)
and sexual disorder (6%). The two individuals with co-occurring sexual disorders were
not arrested for sexual assaults (Assault 3/Assault Public Safety Worker and Assault 3/
TLarceny 2/Prostitution).

Length of stay in hospital and under the PSRB varied significantly between the
group not arrested (2= 164) and the group arrested (n=32) (see Table 10).

Race was not a statistically significant variable in determining whether a former
acquittee was rearrested (p=0.1). Rearrest rates for African-Americans (8.9%) and
Hispanics (8.3%) were smaller than for Caucasians (18.5%). Gender trended toward
significance (p=0.06). Thirty out of 161 males (18.6%) and two out of 35 females
(5.7%) were rearrested.

DISCUSSION

The PSRB is an Bxecutive Branch agency charged with the centralized monitoring of
insanity acquittees through its quasi-judicial procedures, backed by judicial authority.
The PSRB holds hearings approximately every 2weeks, and issues elaborate memo-
randa of decisions, granting or denying CR applications and detailing all aspects of
approved CR plans for insanity acquittees. The level of scrutiny that is applied by the
PSRB is preceded by layers of hierarchical decision-making at the hospital and commu-
nity mental health center levels about risk management in individual cases. The results

Table 10. Mean length of stay and arrest status

Arrested Not arrested
In Hospital 5.8 years (range 0—19) 10.7 years (range 0-39)
Under PSRB 7.75 years (range 0-21) 13.9 years (range 0-39)

Mann-Whitney U= 1,589, Wilcoxon W=2,117, p = 0.000. PSRB, Psychiatric Security Review Board.
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of the examinations conducted here illustrate the several ways in which the PSRB sys-
tem appears to be highly effective,

Two-thirds of acquitiees discharged from the hospital on CR have been able to suc-
cessfully maintain their release status. One-third of the acquittees (31.1%) had their
CR revoked, some more than once, most often for clinical reasons. Psychiatric decom-
pensation, substance use and failure to participate in treatment as required are consid-
ered serious risk factors for reoffense and result in rehospitalization in the vast majority
of revocations. But rehospitalization is not an automatic response in that 15% of revo-
cations result only in modification of the CR and 11% result in resumption of the re-
lease plan. This demonstrates the individualized nature of PSRB decisions and
reflects the adversarial nature of the proceedings. This rate of revocation is significantly
lower than in two reported studies (Jravitz & Kelly, 1999; Marshall et al., 2014), com-
parable to those reported in several other studies (Manguno-Mire er al, 2014;
Pasewark, Bieber er al., 1982; Vitacco et al., 2008), and slightly higher than the 29%
rate of revocation reported in CT in the first 5 years of the PSRB (Scott et al., 1990).

These CR procedures are highly effective in that there have been no felony arrests
and only four misdemeanor arrests among the 177 acquittees who have been on CR
over a 30-year period, resulting in two misdemeanor convictions and two dismissed
charges. This is equivalent to the lowest rates of recidivism on CR observed in the
literature (2-3%) (Heilbrun & Griffin, 1993; Manpguno-Mire et al., 2014), and signifi- -
cantly lower than other reported rates, which ranged from 7% to 26% (Kravitz & Kelly,
1999; Pasewark, Bieber et al., 1982; Rogers er al., 1984; Vitacco er al, 2008;
Wiederanders ez al., 1997). The absence of felony arrests on CR is an important result
in that it demonstrates that clinicians and monitoring officials were able to offer com-
munity release to acquittees without compromising public safety. Most likely this was
due to heightened scrutiny of and aleriness to individual risk factors, with revocation
employed swifily when necessary to halt errant clinical and risk trajectories. The data
on CR confirm the first hypothesis: there is a low rate of rearrest on CR (2.3%), with
a higher rate of revocation and rehospitalization (31.1%).

The vast majority of acquittees discharged from the PSRB’s jurisdiction and scrutiny
were also not rearrested in the community (83.7%), with 91% not rearrested for a
felony charge, with a mean exposure time in the community of approximately 12 years.
This represents a rearrest rate approximating the 15% arrest rate for acquittees in one
study (Pasewark, Pantle e al., 1982), but that study had only a 2-year follow-up period
and arrest rates generally rise with longer follow-up. The low rearrest rate in the current
PSRB sample signifies a higher rate of successful community adaptation than reported
in several other studies of acquittees in various types of community exposure, where
rearrest rates ranged from 24% to 54% with 2- to 15-year follow-up periods (Bloom,
Rogers et al., 1986; Morrow & Peterson, 1966; Pantle ez al., 1980; Rice et al., 1990; Sil-

ver et al.,, 1989; Spodak er al., 1984).

The total felony/misdemeanor mix in this sample was somewhat higher than that
reported by Bloom, Rogers et al. (1986) from those arrested after discharge from the
Oregon PSRB: CT felony portion of all arrests=37%; OR felony portion of.
arrests = 29%. Felonies accounted for 53% of first rearrests in the Connecticut sample.

These results also compare favorably with rearrest rates for: convicied offenders in
Connecticut (16.3% for discharged acquittees over a 12-year approximate mean
duration of community exposure vs. 56% for released offenders in a 2-year follow-up)
(Annual Recidivism Report, 2011); mentally ill offenders released in Connecticut
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(28.3% rearrest rate over 6 months) (Iesten et al., 2012); mentally ill offenders released
in a specialized re-entry program in Connecticut (14.1% rearrest rate over 6 months)
(Kesten et al., 2012); and mentally ill and non-mentally ill offenders in studies in other
states with a range of 18-73% recidivism over 2- to 7-year follow-up periods (Pante ot
al., 1980; Pasewark, Pantle et al., 1982; Rice er al., 1990; Silver er al., 1989).

The present results tend to confirm the third hypothesis that arrests after discharge
from the PSRB (16.3%) would be modestly higher than arrests during CR (2.3%),
but still represent a significant level of success in the community (83.7% not arrested).
The latter point is clearly true. It is possible to argue that the increase in the rate of
arrest is more than modest, even though the absolute arrest rate afier discharge from
the PSRB compares quite favorably with other populations of offenders.

In the sample of 215 discharged acquittees, being on CR at the time of discharge
was a statistically significant factor in mitigating the risk of rearrest, confirming the
second hypothesis that CR experience would be associated with greater community
success after discharge from the PSRB. This finding is consistent with the substantial
literature demonstrating the value of a period of community supervision and
programming in reducing recidivism in criminal justice populations (Council of State
Governments Justice Center, 2014). Age, gender, and race did not demonstrate
statistically significant correlations with rearrest following PSRB discharge in this
study population.

In contrast to results in New York (Miraglia & Hall, 2011), this study reveals a
significant effect of length of stay in the hospital on rate of rearrest. There was a similar
effect in the present study with duration of PSRB commitment. The group who were
not arrested had mean lengths of stay in both conditons approximately 1.8 times
longer than the group who were arrested. Clearly, more time available for treatment
and supervision allows for enhanced stability prior to discharge. What has not yet been
analyzed is why the 32 individuals who were arrested were discharged so much earlier
than their more successful counterparts. It has thus not been determined whether the
arrested group was potentially less stable at discharge but discharged nonetheless for
some reason, or whether the group was discharged as recommended but with unappre-
ciated significant risk factors or unforeseeable circumstances which resulted in eventual
rearrest. Further analysis may help to determine the extent to which length of stay is a
proxy for increased age at discharge; the latter would be expected to have some mitigat-
ing effect on rearrest rates independent of the length of time in hospital or under the ’
PSRB.

The vast majority of the 32 former PSRB clients in the study who were rearrested
were diagnosed with serious mental illnesses. They were not a group of people with
antisocial personality, although a third of them had co-occurring personality disor-
ders. The study methodology did not examine the presence of criminogenic factors
in this population, however, which figured more prominently in the New York study
(Miraglia & Hall, 2011). It is unclear, therefore, whether other interventions might
have been employed to further decrease the rate of criminal rearrest following
discharge. Also unknown from this study is the status of clinical engagement of this
group at the time of rearrest, so the presence or effectiveness of clinical interventions
cannot be described. The present database did not include diagnostic information for
the 164 acquittees who were not arrested. In future efforts, it would be useful to
investigate whether there were diagnostic differences between the arrested and not
arrested subgroups.
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In future studies, it will be helpful to conduct idiographic analyses of the 32
rearrested individuals for actuarial (as well as individual circumstantial) risk factors that
were evident at the time of arrest. Such analysis could reveal common themes of missed
opportunities for enhanced intervention that might have prevented the rearrest. It
would also be helpful to reanalyze the results in discrete periods from 1991 to 2015,
which could then be compared with the first 5 years of the PSRB to look for trends over
time and what factors of acquittal, release or management may have influenced any de-
tected differences. Similarly, further analysis should be conducted of this discharged
population over specified time intervals following discharge; this would allow more di-
rect comparisons with other studies that have utilized durations of 2, 5 and 7years or
longer to detail rearrest rates. Such an approach would also permit the calculation of
anmual conviction rates and survival curve analysis.

Avazilable comparisons with the analysis conducted thus far reveals that the invest-
ments in time, energy and resources in the PSRB mechanism, including significant pe-
riods of hospitalization, result in effective management of the risks of recidivism, both
during and subsequent to commitment to the PSRB. These results support the contin-
uation of current policies and procedures in addressing public safety goals. How these
policies and procedures affect the promotion of recovery principles in service to this
population is another important topic for future study. For example, it would be useful
to investigate whether earlier movement to CR and community reintegration would
achieve the same positive results on rate of rearrest. In other words, if the use of CR
could significantly mitigate the risk of rearrest even with shorter hospital length of stay,
public safety would be unaffected while promoting greater hope, autonomy and citizen-
ship for acquittees (Rowe & Baranoski, 2000; Rowe & Pelletier, 2012).

CONCLUSIONS

The hypotheses for the study were largely confirmed. This study reveals a very low rate
of arrest during CR (equal to the lowest rate reported in the literature), with no felony
arrests. This is achieved without excessive reliance on revocation of CR, as the revoca-
tion rates in this study are comparable to many other studies and lower than some. This
first examination of outcomes after discharge from the Connecticut PSRE demon-
strates that the vast majority of individuals are not rearrested (83.7%), with only 9%
rearrested for felonies. This 16.3% total rearrest rate compares favorably to other stud-
ies of discharged acquittees and to other offender populations, especially given- the
shorter follow-up periods in nearly all the other studies. Acquittees who have experi-
ence on CR in the community show a statistically significant improvement in rearrest
rate after PSRB discharge compared with those acquittees discharged with no CR ex-
perience. The present results do not reveal whether the positive effects of CR experi-
ence could be achieved with shorter length of stay in the hospital and/or shorter
duration under the PSRB’s jurisdiction.
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